


NORTH CAROLINA MEDICAL JOURNAL 


OWNED AND PUBLISHED BY 
THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 








VOLUME 12 


May, 1951 


NUMBER 5 











PRESIDENT'S ADDRESS 


YOUR BUSINESS AND MINE 


Roscoe D. MCMILLAN, M.D. 
RED SPRINGS 


When Sir William Osler, the eminent phy- 
sician, was a very young man, he came across 
a passage written by Thomas Carlyle. It 
colored his whole way of life, and he liked to 
share it with other men of medicine. “Our 
main business,” said Carlyle, “is not to see 
what lies dimly at a distance, but to do what 
lies clearly at hand.” 

This is not a time when we can afford to 
stop and contemplate for long what lies dimly 
at a distance. If we did, we might become 
paralyzed with fear and concern. Many men 
hold out a dark prospect for both the nation 
and civilization. To me it is gravely wrong 
to join with the pessimists. We may be real- 
istic about some of the problems we face, 
but if we seize the moment to do what we can 
about those problems, we have a right—as 
persons who think logically and scientifically, 
as well as men of faith—to believe that legiti- 
mate victory is at least a possibility. 

‘What are some of the items of the moment 
which deserve our attention as members of 
the medical profession in North Carolina? 
You may have your own ideas. As your presi- 
dent, in daily contact with medical affairs 
and constantly concerned about its problems, 
I should like to present to you simply my own 
ideas about matters of the moment meriting 
our concentration. 


A Right Climate for the Right Kind 
of Medicine 

We need to foster, in our profession and in 
society as a whole, less dependence upon 
Great Government, and more dependence 
upon individual imagination and initiative. 

Because men have forfeited the initiative 
and community concern which they showed 
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in the pioneering days of this nation, Gov- 
ernment has “taken over.’’ Whenever a job 
has seemed to be too much for a handful of 
us, or a profession, or a state, we have passed 
the buck to Government. Today, we see 
people who think that only the government 
can do it, and who are complacently allowing 
the government to do it. 

Thoughtful men realize that Big Govern- 
ment does not mean Strong Government. We 
need Strong Government to cope with the 
mightly problems of the day, but Big Govern- 
ment can become the means of weakening the 
nation at a crucial moment. It will become 
that if it continues to pyramid and acquire 
layers of costly administration; if it con- 
tinues to divert billions of dollars needed for 
production, first into taxes, then into sub- 
sidies to be given away; if it continues to 
think financial gain and economic profit are 
sinister; if it tends increasingly toward reg- 
ulation of business enterprises and boldly 
designs attack upon the medical profession. 

The only way in which we can halt the 
growth of Big Government, which could con- 
trol us body and soul and weaken us for 
rugged responsibilities and for real service, 
is to use our own imagination and energies 
to develop and carry out our own plans 
right at home—right in North Carolina; and 
to join with the other forces beginning to 
educate and stimulate all people, on all levels, 
from the grass-roots to the top, to look at 
their problems frankly and to work out their 
own solutions to them. A surge of such crea- 
tive activity, a recapturing of the old pioneer- 
ing courage and initiative, would automatic- 
ally place Government in its proper perspec- 
tive and the threat of socialism, or any other 
paralyzing brand of control, would diminish. 
A finer type of medicine will continue to 
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emerge as the emphasis upon the individual 
becomes more important. Strong, free, crea- 
tive individuals will build and hold democ- 
racy; and a true democracy will permit true 
medicine to flourish unhampered and un- 
controlled. 


Doctors Must Accept Their Role 
as Citizens 


As our awareness of what is happening 
around us increases, it is your business and 
mine to become willing, as citizens as well as 
doctors, to take off our gloves and get into 
the political arena. 

This doesn’t mean that doctors must run 
for office. It does mean that doctors must 
devote some time, effort, and money toward 
the support of candidates who stand for 
strong, clean government—not for fat, mush- 
rooming, dictating Big Government. I am not 
pleading that we do anything for an individ- 
ual by the name of Smith, Jones, or Brown 
who may be a member of Congress, but I am 
pleading that we see that the thinking per- 
sons of the right type are elected to the halls 
of Congress, and to all other positions of 
government—from county constable on up. 
We have got to do more than merely state 
opposition to such proposed legislation as 
compulsory health insurance, or to such gov- 
ernmental trends as socialism. We’ve got to 
encourage independent, honest men to run 
for office. We’ve got to rally support for 
them among all whom we meet. We’ve got to 
contribute to their campaign funds. Finally, 
we have got te go to the polls and vote for 
them. This is going to take some of our time. 
But it will be worth it if we can help pre- 
serve the American way of life and the Amer- 
ican way of medicine. 


Bolstering the Voluntary Insurance Plan 


In line with our recommendation that 
people work out their own solutions and pay, 
insofar as possible, for their own benefits, it 
is your business and mine to press harder for 
support of voluntary health insurance. 

The dynamic growth of voluntary group 
coverage in the last decade is a striking ex- 
ample of social progress stemming from the 
grass roots. It is an effective answer to argu- 
ments for federally administered socialized 
medicine. If voluntary health insurance con- 
tinues to spread at its current rate, or faster, 
we can expect that it will eventually blanket 
our population. 


For people who cannot afford even the 
modest premiums of the voluntary plans, doc- 
tors are participating in free clinics and of- 
fering their services in public hospitals. It is 
in the middle group of people, between those 
of high and low income, that the medical care 
financing problem is so acute. It is among 
these citizens that we need to stress the im- 
portance of preparing intelligently for medi- 
cal emergencies. We should work to make 
voluntary health insurance more attractive 
to them. And we ought to plan with them 
ways of stimulating broader purchase. Par- 
ticularly is this true in the rural areas. We 
doctors must remember that voluntary health 
insurance is not for the doctors but for the 
people. We will gain more friends for volun- 
tary insurance with this approach. 


Enriching Medical Education 


In order to strengthen the whole cause of 
medicine, it 1s your business and mine to 
work more diligently in behalf of improved 
medical education—education which does not 
lean upon government for its support. 

In medicine, as in all other professions, the 
quality of the performance of its members 
is governed more by the quality of their pro- 
fessional training than by any other single 
factor. Fortunately, for its own honor and 
for the public interest, medicine realizes that 
it must maintain an effective program for 
promoting high educational standards in all 
phases of medical education. However, there 
is always more than we can do in the light 
of the swiftness with which science is mov- 
ing. 

I must oppose federal aid to medical edu- 
cation. More investment by the government 
in medical training would give the govern- 
ment more right to interfere with the pro- 
cesses of medical education—and that we 
cannot believe is sound, for it would move 
us nearer to the control from which we 
shrink. 

However, I am well aware of the financial 
problems faced by medical schools; the cost 
of training doctors has almost doubled with- 
in the decade, while income from endow- 
ments has been cut in half. Furthermore 
many of the more recent donations to medi- 
cal schools have had strings attached: the 
money is earmarked for the study of cancer, 
polio, arthritis, or some other restricted and 
specialized subject. 

My recommendation for alleviating the 
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financial plight would be that we join to- 
gether to encourage medical contributions 
from private business and private philan- 
thropy, and that we give as freely of our own 
means as we can. Further, in our solicitation 
of funds for our schools, we need to empha- 
size that the money donated must not go for 
isolated research and concentrations, but for 
over-all medical school development ; for ade- 
quate staffs and facilities to teach and train 
a new generation of doctors. Both these 
points are in line with a move made recently 
by the American Medical Association, which 
gave $500,000 as a nucleus for the American 
Medical Education Foundation, to be allo- 
cated to medical schools for use as the schools 
deem wise. This initial sum must be aug- 
mented by gifts from many individuals, 
groups, societies, and organizations to 
strengthen, expand, modernize, and enrich 
the seventy-nine approved medical schools of 
this country. 

We are proud of, and will continue to sup- 
port, our two endowed medical schools— 
Duke University and the Bowman Gray 
School of Medicine of Wake Forest College. 
They have helped place North Carolina in 
the limelight with regard to medical educa- 
tion. 

We are proud, also, of the expanded medi- 
cal school of the University of North Caro- 
lina, which is now rising and is a part of the 
whole Medical Care Program—a program 
this Society did so much to make a reality. 
Regardless of what schools we have attended, 
we should look upon this new institution as 
added opportunity for all the people within 
this state to be well served medically. With 
our unqualified support, financial and moral, 
the University’s medical school may become 
the keystone of the entire Medical Care Pro- 
gram in North Carolina. I commend to you 
strong backing of the Medical Foundation, 
upon which the life and usefulness of the new 
school is so dependent. Your interest and 
your help are needed now. 

Should we need inspiration for such sup- 
port, we may look to our colleagues in the 
dental profession. It is my understanding 
that one hundred per cent of the Dental So- 
ciety’s membership expects to contribute to 
the new dental school. A similar spirit among 
us can help to erect at the University one of 
the great medical institutions of the world. 


Alertness to Prepare for Emergency 
At the same time that we work for a better 
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government and better institutions, it is your 
business and mine to keep in focus the possi- 
bility of pending war and emergency, and to 
direct a part of our efforts toward preparing 
the state for such an eventuality. 

If, despite all our attempts to forestall it, 
war should come, the American people are 
sure to experience biologic, chemical and 
atomic attack. Unfortunately, the lights of 
perverted science, to which Mr. Winston 
Churchill referred in 1940, are not dimmed. 
If anything, they have increased in intensity 
to the point that our great civilian popula- 
tion, rather than our armies in the field, have 
become the potential target for a relentless 
enemy. 

There is a critical need for effective lead- 
ership in the nationwide civil defense pro- 
gram. As citizens, we need to help stimulate 
it; and we need to demand that honest facts 
be presented to the people of America so that 
they may act intelligently upon them. 

As members of the medical profession, we 
know that our role in a war emergency will 
be major, here at home as well as in the 
services. We need to join with all other social 
agencies and organizations in our communi- 
ties in planning for civilian defense. Where 
communities have taken no initiative in plan- 
ning for emergencies, doctors should help 
to wake the citizenry and lead the way. Per- 
mit me to say here that the Medical Society 
of North Carolina has taken admirable initia- 
tive in statewide planning for civil defense 
medical care. The distinguished work that 
has already been done by the Committee on 
Emergency Medical Service has attracted 
national comment. It behooves the entire pro- 
fession in the state to put teeth in these plans, 
and to help gird North Carolina for what 
may come. The degree to which we plan and 
prepare will be the degree to which we may 
salvage the nation if war occurs. 

I should like to interpose the thought that 
civil defense offers peculiar opportunities to 
put fiber into our democracy as well as to 
prepare us for emergencies. Wherever citi- 
zens come together to plan for the protection 
and well-being of community and _ nation, 
they are practicing democracy—and nothing 
so strengthens democracy as practicing it, 
under any and all circumstances. 

Selling Ourselves Positively 
No matter how noble we conceive our pro- 


fession to be, it is your business and mine to 
sell ourselves to the people, not only through 
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our service, but also through all our pro- 
fessional approaches, 

Through two of our committees, with em- 
ployed personnel, as well as through our ably 
run executive office, I consider that we are 
communicating positively the aims of the So- 
ciety and the profession as a whole. 

In public relations, it would seem to me 
that this particular and important phase of 
Society activity has taken form rather ef- 
fectively, has already shown definite results, 
and will increasingly bring prestige and 
honor to the Society itself. 

The program has been pitched on a very 
high plane, a position in keeping with the 
dignity and intelligence of the doctors of this 
state. It has attempted to create or cement 
understanding and a mutually helpful rela- 
tionship between the medical profession and 
the public at large. We sincerely believe that 
medicine has more friends today because of 
the guiding hand of this department. 

Its premise has been that every activity 
of the Medical Society, either directly or in- 
directly, affects the public relations of medi- 
cine. 

Its goal has been, and still is, the stimula- 
tion of individual thinking, to the end that 
people will agree with the medical profession 
that the American system of the private prac- 
tice of medicine is much better for the public 
interest than any type of menisnenpand system, 
whether state or national. 

It has been a source of deep satisfaction to 
me to note that the public relations activities 
have, by design, been geared to a gradual 
growth rather than inflicting a- bombastic 
attack on the sensibilities of the populace of 
our state, regardless of the merits or de- 
merits of the program. It is further gratify- 
ing to me to note that in this gradual growth, 
a firm foundation of wholesome understand- 
ing on the part of our people has been 
created. Many of us too often think that the 
reaper should be attached to the plow. Too 
few of us realize that the soil must be pre- 
pared, the seed must be sown, and then the 
harvest reaped. 

When I look at the objectives of our public 
relations program, many of which are but a 
continuation of the past year’s activities, I 
can readily believe that the life and practice 
of each member of the State Society has been 
* benefited, if not made immeasurably more 
pleasant. All this, to my mind, can do but 
one thing, and that is to project pleasantly, 
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intelligently, and acceptably medicine’s mis- 
sion to the one group we have vowed forever 
to serve—the public. 

Our Rural Health Committee is serving us 
well from many standpoints: It is helping to 
interpret medical problems to the laity and 
encouraging the laity to make more intelli- 
gent use of medical resources; indirectly, it 
is aiding other committees of our Society 
with such concerns as maternal welfare, can- 
cer, insurance, medical care problems, build- 
ing hospitals, and public health; it is 
strengthening our public relations with many 
state agencies and organizations; it is intro- 
ducing doctors to more community action 
groups, and community groups to us. 

The Rural Health Program is stimulating 
people to think for themselves. It is not hold- 
ing out answers to people; it is demonstrat- 
ing faith in what people can accomplish if 
they will come together to thresh out their 
common problems. Doctors in all the counties 
where the Rural Health Program has func- 
tioned have been eager to serve. As they have 
served, they have spread a new type of good- 
will for the profession and the Society. I 
commend the Committee and its program for 
helping to translate into action our ideas on 
what constitutes the truly American way of 
getting things done. The vital and wholesome 
approach which it advocates cannot help but 
increase our stature as individuals, as mem- 
bers of a profession, and as citizens of 
America. 

The Need for Unity 

In closing, I should like to leave with you 
my conviction—and I believe it is yours— 
that we must present a strong, unified front 
to the world. Without that united front, al! 
our efforts in behalf of democracy, good men 
in government, a broader span for voluntary 
health insurance, better medical education, 
dependable emergency medical care, and pub- 
lic relations with depth, are futile. 

It is possible, even wholesome, for us to 
disagree and to discuss among ourselves; by 
considering all sides of a question, we may 
arrive at a solution that is honest and fair. 
But just as a family may disagree in the 
bosom of the home yet stand together before 
the world, so we, as a medical family, must 
stand tégether as we work for the common 
goals of better health and lasting freedom. 
Petty personal differences must fall before 
our duty and our opportunity. 
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These points that I have outlined to you 
constitute, in my mind, the main business of 
the moment—your business and mine. If we 
handle it wisely and thoroughly, as becomes 
our profession, it seems to me that we—along 
with everyone else in America who is really 
working to fortify democracy—are entitled 
to some degree of hope for the future, in the 
dim distance. Determined, patient, faithful, 
and trustful of God’s help, we shall achieve 
a profession, and help to forge a nation, 
worthy of the blessings with which both are 
already endowed, and worthy of the great 
responsibilities which a whole world has 
placed upon us. 





SCHOOL PSYCHOLOGIC CLINICS 
PART I: PRELIMINARY REPORT 


JOSEPH R. GRASSI* 
and 
LUCILLE B. KESSLER** 
WINSTON-SALEM 


There is a tremendous need for special 
facilities for the evaluation and guidance of 
children who are a _ problem in_ school, 
whether their trouble be failure in a specific 
subject, general lack of progress, or a be- 
havior disorder. This paper is primarily 
concerned with the value of school psycho- 
logic clinics. The purpose of such a program, 
with special reference to preschool children 
whose success in school work may be pre- 
dicted by various testing devices, will be 
presented in a second paper. The results of 
the work performed in these centers will 
appear in detailed form as a final report. 

The psychologic program, as an organized 
service in our public schools, is a compara- 
tively recent development. School adminis- 
trators and teachers are becoming more and 
more convinced that a psychologic program 
can contribute much to the adjustment of 
children. It focuses attention on the indi- 
vidual differences and needs of pupils, and 
helps to interpret these needs and problems 
to the teachers, the parents, and to the child 
himself. By learning how to use the infor- 
mation obtained through psychologic studies, 
the school staff is able to do its job more 
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SCHOOL PSYCHOLOGIC CLIN ICS—GRASSI AND KESSLER 175 












































effectively. Thus, it helps the child to become 
better adjusted socially, mentally, and voca- 
tionally. 
Organization and Personnel 
School psychologic clinics vary widely in 
their organization and in the services they 
perform. They range from a simple program 
conducted by a single school psychologist to 
a highly organized clinic, with a staff of 
specialists. A full clinic team is composed of 
clinical psychologists, psychiatrists, social 
workers, speech therapists, and reading 
therapists, each concentrating on his partic- 
ular field of specialization. No specialist 
works independently of other clinic mem- 
bers; rather, the findings of all specialists 
are coordinated into a picture of the total 
child. 
The psychologist is primarily responsible 
for evaluating, by means of highly special- 
ized tests, the child’s intellectual maturity, 
his mental weaknesses and strengths, special 
defects, interests, and emotional problems. 
The psychologist makes recommendations 
concerning correct grade placement, the 
maximum level of achievement in school, 
special defects which interfere with school 
work, and the course of action necessary to 
correct existing defects or deficiencies. In 
addition to the diagnostic study, treatment is 
carried on with selected cases. 
The speech and reading therapists devote 
their time to children with specific defects 
who can benefit from remedial] therapy. 
Speech and reading defects which stem from 
emotional problems are handled by the psy- 
chologists or the psychiatrists of the clinic. 
The psychiatrist devotes his time to those 
children who manifest serious nervous or 
mental disorders. His function is primarily 
therapeutic. 
The social worker is a vital link in the 
clinic team. She provides the liaison between 
the clinic, the school, and the home. She visits 
the home prior to the child’s clinic visit, in- 
terprets the purpose of the visit, and obtains 
a detailed social history of the child. Later 
she visits the home in order to help the pa- 
rents carry through remedial measures, She 
also visits the school, to interpret the find- 
ings and recommendations of the clinic to 
the school staff, and to assist in carrying 
through suggested therapeutic measures. In 
many cases, readjustment of the school cur- 
riculum or policies to conform with the 
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child’s assets or limitations, rather than 
active therapy, is indicated. 


The Concept of Individual Differences 

The study of individual differences has 
taught us that no two individuals react in 
the same manner to identical situations. It is 
apparent that no two individuals develop at 
exactly the same rate, a fact that people 
generally can recognize and accept. Not so 
with mental development, which also pro- 
ceeds at different rates in different individ- 
uals. Furthermore, many people refuse to 
recognize individual differences in mental 
development. Until fairly recently even our 
schools did not accept this concept. Children 
of identical ages were expected to perform 
uniformly well, and if one child lagged be- 
hind, he was blamed for lack of effort or 
interest. The more progressive schools, how- 
ever, are well aware of the differences be- 
tween children in their rate of mental devel- 
opment, and adjust the school curriculum 
accordingly. 

If individual differences did not exist, we 
could expect all children of identical age 
levels to profit equally well from school work. 
The failure or success of the pupils would 
then be in direct proportion to the skills and 
abilities of the teachers. Regardless of how 
skillfully a teacher may present a subject, 
however, success is impossible if her pupils 
have not reached the level of mental maturity 
required to master the work. ; 


Barriers to Learning 

Psychologists have studied the underlying 
causes of emotional and intellectual mal- 
adjustment, and have devised helpful proced- 
ures for determining the causes of inade- 
quate performance and behavior. The major 
causes of academic failures may be grouped 
under the following headings: (1) physical 
handicaps, (2) intellectual inadequacy, (3) 
emotional interference, and (4) specific dis- 
abilities. 

Physical Handicaps 

Children who are blind or deaf, partially 
blind, or hard of hearing require special edu- 
cational programs adapted to their seeds. 
Since they definitely cannot be taught effec- 
tively with normal children, public funds 
have been used to provide special schools for 
these children. Although minor visual and 
auditory defects often go unnoticed for 
years, they may, in the meantime, seriously 
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interfere with the child’s progress in school, 
resulting in poor marks, failure, and emo- 
tional frustration. 

These problems are easily solved by early 
recognition of the defects through physical 
examinations, followed by a specific remedial 
program. Even the teacher may help to dis- 
cover the defect. Unsatisfactory performance 
in a pupil should cause the teacher to look for 
possible causes. Periodic physical examina- 
tions of school children are important, and 
may eliminate some of the causes of school 
failure. 

Many progressive schools have sight con- 
servation classes, hearing conservation 
classes, and special facilities for aiding chil- 
dren with defects of coordination. In addi- 
tion, special schools for children with organic 
brain defects have been established. In these 
schools, highly trained teachers can produce 
excellent results with children who could not 
profit from the ordinary school program. 

Acute illnesses of short duration may so 
alter a child’s relation to school and study 
that his level of achievement is lowered. 
Some children are frequently absent from 
school as the result of one illness after an- 
other. Such absences are especially harmful 
in the first, second, and third grades, when 
the child is learning the fundamentals of 
reading and arithmetic. Even an intelligent 
child who has missed some of the basic prin- 
ciples may be confused and unable to get 
along in his grade without special assistance. 


Intellectual Inadequacy 

Through research psychologists have de- 
termined the levels of development necessary 
for satisfactory performance in each gram- 
mar school grade. These levels are not based 
upon the amount of knowledge a child has 
acquired in the home and associated environ- 
ment, but on the level of development of in- 
tellectual traits such as reasoning, memory, 
and speed of learning. 

It is too often taken for granted that a 
child of six can satisfactorily do school work 
because he has reached the chronologic age 
at which school work should be possible. Un- 
less the intellectual capacities necessary for 
first grade work have been developed, how- 
ever, he will fail miserably, not from any 
fault of his own, but because he lacks the 
necessary mental equipment. When a child 
attains the mental maturity required to per- 
form certain functions, he will do so success- 
fully. On the other hand, one whose mental 
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development is equivalent to that of a three 
year old cannot be expected to succeed in first 
grade work, no matter what his chronologic 
age may be. 

The levels of mental development neces- 
sary for success in the grammar grades have 
been determined as follows: 


First grade........ Mental age of 6 years and 6 months 
Second grade....Mental age of 7 years and 6 months 
Third grade......Mental age of 8 years and 6 months 
Fourth grade....Mental age of 9 years and 6 months 
Fifth grade....Mental age of 10 years and 6 months 
Sixth grade....Mental age of 11 years and 6 months 
Seventh grade....Mental age of 12 yrs. and 6 months 
Eighth grade....Mental age of 13 years and 6 months 


Obviously, there are some variations be- 
tween individuals. While a child with a men- 
tal age of 6 might get through the first grade 
with considerable effort, the work would be 
much easier and accomplishment greater if 
school entrance were delayed a while. The 
preceding levels indicate the capacity to 
succeed without great difficulty. 

Levels of maximum achievement have also 
been established, so that parents and teachers 
can wisely guide children and adjust their 
expectations to conform to the child’s poten- 
tialities. The following chart gives the ap- 
proximate expectations for children of vari- 
ous levels of intelligence. 


Intelligence Expected Maximum 
Quotient Grade Attainment 
60 to 65.......... noi Spsore Sand DU REEL IC. About fifth grade 
SEL iby ¢ DEIR aaa yom ert Mean eae About eighth grade 
Br a cates ie bo hdecoieesornaeoesicaneee About ninth grade 
| TS | ae tiene eames May graduate from high school 
95 to 105.......... ..Should graduate from high school 
BIR eR us Fike Sic kas spbaietwdfe obi glone duphtvony May go to college 


The rate of progress expected in children 
of various I.Q. ratings is as follows: 
Intelligence 


BO GO Bai..2..-5.-:. Usually two years behind schedule 
Be t6 Oeics... ....Usually one year behind schedule 
06. t0 100..:..2:-.::..53, Usually normal school progress 
1 Sy EE EIR Usually two years ahead 


With this scale as a guide, it is possible to 
recognize a child’s potentialities and thereby 
to guide him wisely to his maximum level of 
achievement. More important, knowledge of 
a child’s limitations should prevent parents 
from demanding achievements beyond his 
capacity. This in itself will prevent the de- 
velopment of many emotional problems. 

In an inteflectual evaluation each child is 
examined, and his reactions are carefully 
analyzed and interpreted. It cannot be over- 
emphasized that the purpose of an intellec- 
tual evaluation is not to find out how much 
a child knows but rather to determine his 
level of mental development. This can be done 
only by an individual examination at the 
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hands of a skilled examiner, who is able to 
evaluate the child’s reactions and emotional 
attitudes. 

Most children are somewhat anxious prior 
to an examination of any sort. The first task 
of the psychologic examiner is to become 
acquainted with the child and to establish 
rapport. If the child is emotionally disturbed 
and extremely anxious, or if there are other 
factors present which prevent a reliable ex- 
amination, the entire period may be spent in 
gaining his confidence. Occasionally, a child 
must be seen several times before an exami- 
nation is completed. During the examination 
the examiner is alert to any changes in mood 
which may interfere with effective perform- 
ance. Fortunately, the examination material 
is so constructed that it holds the child’s in- 
terest exceptionally well. 

The group test is a cold-blooded instrument 
which fails to take into account individual re- 
actions to the test. It yields a score but can- 
not reveal whether or not the score is reli- 
able. Furthermore, it measures only a limited 
aspect of a child’s intelligence. A low score 
on a group test indicates the need of further 
study to determine whether intelligence, emo- 
tions, special defects, or associated factors 
are involved. Group tests serve chiefly as 
rough screening devices, and no recommen- 
dations should be made merely on the basis 
of a low score, since it has been proved that 
only 60 per cent of the children who score 
low on such tests achieve low ratings when 
examined individually’. 


Emotional Interference 
Undesirable parental influences 

Academic accomplishments depend only in 
part upon good physical health and intelli- 
gence. Many children enter school after five 
or six years of exposure to parental influ- 
ences which include the imperative teaching 
of nursery rhymes, the alphabet, and simple 
arithmetic. It is known that pressure creates 
in the child a negative attitude toward what- 
ever he is made to do. For example, forced 
feedings almost invariably result in problems 
of eating. 

A child whose early learning has been 
made unpleasant by coercion is likely to 
develop a strong aversion to learning. Many 
parents and teachers believe that they can 
force their children to learn. While it is true 
that most children do not like to study or to 
conform, coercion only causes resistance. It 
is possible to teach a child in spite of his 
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resistance, but he will learn little. Intelligent 
guidance, on the other hand, develops in 
children an inner desire to learn. 

Many parents continue their arbitrary 
methods after the child has entered school. 
They “help” him with his homework, and all 
but do it for him. The result is that, besides 
learning to dislike his homework, the child 
has no opportunity to develop independent 
habits of work, and consequently is at a dis- 
advantage when the parents decide to “leave 
him alone.” 


Excessive ambition 

Sometimes not even intense eagerness to 
learn is rewarded by achievement. There are 
pupils so anxious for success that their very 
anxiety inhibits their learning. These are 
usually obsessive children who, under the 
impact of excessive demands for precision 
and excellence, have set their standards too 
high. They do their work over and over, and 
strive for the highest marks, but are never 
satisfied with the results. Despite adequate 
preparation, they are excited, tense, anxious, 
and apprehensive before every test. The most 
frequent complaint that teachers have to 
make of these children is that they do not 
complete their assignments on time. The 
same parents who in the earlier years drive 
their children to obsessive perfectionism, 
cannot understand their excessive ambition 
later on. 
Extracurricular demands 

Some children are so overburdened by 
attempts of the parents and others to pump 
them full of culture that they have no time 
for adequate relaxation. Religious education, 
music lessons, music practice, dancing les- 
sons, and dramatics crowd the child’s day, 
in addition to his regular school routine. The 
constant rush to catch street cars or buses 
keeps him under perpetual strain and fa- 
tigue. This condition is not conducive to ef- 
fective learning. Sometimes responsibilities 
around the house have the same effect as 
cultural demands. Extracurricular activities 
are worth while only when the child shows 
interest in and can benefit from the addi- 
tional training. 
Home problems 

Frequently, temporary dips in academic 
performance can be brought about by a 
child’s preoccupation with family problems, 
such as the illness or death of a member of 
the family, parental discussions, parental 
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alcoholism, or the knowledge that a sibling 
rival has the mother all to himself while the 
child is at school. Sometimes a teacher’s rude- 
ness creates an emotional block and inhibits 
learning. 

Specific Disabilities 
Reading disabilities 

In addition to the intellectual and emotion- 
al barriers to scholastic achievement, specific 
defects may cause failure in school work. Of 
the greatest importance are defects in read- 
ing, since most later work is almost com- 
pletely dependent on this skill. Often, failure 
in such subjects as geography and history 
can be directly traced to difficulty in reading. 
Reading facility may be acquired at different 
ages, but eventually all normal children learn 
to read. Progressive schools offer definite 
proof that children who begin reading at 7 
invariably catch up to, and frequently pass 
children who commence at 6. Scientific tests 
indicate that a child’s eyes achieve full 
strength and coordination nearer 7 than 6 
years of age. Consequently, forcing a child 
to read before he is physically and mentally 
prepared accomplishes little except of a neg- 
ative nature. More serious defects in reading 
may appear, moreover, as the result of pres- 
sure for reading accomplishment. 

Except in the mildest cases, the main 
symptoms of reading disability are so ob- 
vious that it is surprising how infrequently 
they are recognized by physicians, school 
teachers, parents, and others. 

1. The reading disability is specific. The 
acquisition of skill in reading lags behind 
other academic achievements. The reading 
level may not be as high as could be expected 
on the basis of the child’s mental age level. 
It is of particular interest that numbers and 
musical notes are often read more easily 
than words. 

2. There is a marked tendency to reverse 
letters and words in both reading and writ- 
ing. Parents need not be alarmed at “mirror 
writing” unless it persists beyond the third 
grade. Letters which are mirror images of 
each other, such as b and d, p and q, and 
words which can be anagrammatically 
reversed, such as no and on, was and saw, 
offer special problems. The frequency of this 
type of defect led to the term “strephosym- 
bolia” (transposing of symbols). 

3. The éonfusion may include all aspects 
of reading. A child may decipher a word 
easily, but fail to identify it when he meets 
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it a second time, three or four lines below. 
The child may read an uncommonly difficult 
word, yet stumble over a relatively common 
two letter word. The child may spell words 
correctly, but be unable to read them, or he 
may commit the same errors in spelling that 
he does in writing or reading. He may be 
good at drawing, at copying whole sentences, 
and translating printed word symbols into 
cursive writing, but may find it difficult to 
write to dictation. It is not uncommon for in- 
telligent older children to substitute words 
for those which they cannot read. Younger 
children often look at a picture and make up 
their own story, pretending to read from the 
text. The causes of reading disability are 
numerous and varied, and require expert 
study and treatment. 


Speech disabilities 


Defects of speech also require special at- 
tention. Obviously, a child who is aware of 
his speech difficulty will have an emotional! 
reaction, the severity of which will be in 
proportion to the significance of the dis- 
ability to the child. Feelings of inferiority, 
insecurity, and inadequacy may develop. In 
addition, the child’s fear of being called upon 
to recite before the group may cause him to 
dislike school. Correction of the defect not 
only removes the defect but also relieves the 
associated frustrations. 

Reading defects seem to be more important 
than speech defects as factors in success. A 
child with a speech defect, other things being 
equal, can do satisfactory work in school. 
He can master the subject matter, despite 
inability to speak adequately. The child with 
a reading defect, however, may fail miserab- 
ly particularly in subjects in which reading is 
a factor. In other words, a fifth-grade child 
with a speech defect will have no trouble in 
reading and studying his lessons, and can 
achieve success; whereas a fifth grade child 
whose reading level is considerably below his 
grade placement will have difficulty in mas- 
tering school work unless someone can read 
his assignments for him. It is not unusual to 
find in the higher grades a child without any 
reading ability whatever. Not only do such 
children do extremely poor werk, but they 
are usually labeled stupid. 


Mental defects 

In addition to defects of reading and 
speech, a child may show a specific intellec- 
tual defect despite normal ability in other 
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respects. Corrective measures may help the 
child to overcome these defects, or to adjust 
to them if corrective procedures are unsuc- 
cessful. 


Requirements for Success 


A successful guidance program must be 
shaped to fit the conditions of the local 
schools. It must be built carefully over a 
period of time, and be adequate to meet most 
student needs. It must include all of the 
school staff. It must have community back- 
ing and access to community resources. Guid- 
ance programs, however small or large, are 
effective means of promoting and safeguard- 
ing the mental health of our school children. 


Typical Cases 
Case 1 


A 14 year old seventh grade pupil was referred 
to the school clinic to determine the effect of a 
speech difficulty upon his grades. He had been 
promoted each year because it was felt that he had 
adequate ability and should not be penalized for 
this one particular defect. The Stanford-Binet Scale 
revealed the intellectual equivalent of an average 
child of 7 years and 4 months, with an I1.Q. of 52. 
Actually, his mental level indicated less than sec- 
ond grade ability. His intellectual classification was 
well within the moron range, and indicated the real 
cause of his scholastic maladjustment. Poor speech 
merely represented one facet of low intelligence. 
Emphasis upon nonacademic training was recom- 
mended, in view of the reduced stress involved in 
such a program. 

Case 2 

An 18 year old high school student who showed 
a sudden and extreme drop in grades was referred 
to the clinic for evaluation. The possibility of men- 
tal illness had not been considered. A personality 
evaluation revealed that the underlying cause of 
school failure was a frank psychosis, a diagnosis 
which was substantiated both by the patient’s own 
admissions of hallucinatory and delusional exper- 
iences, and by psychiatric examination. He was 
committed to a state hospital. 


Case 3 


A 12 year old boy in the fourth grade was re- 
ferred to the school clinic to determine the cause 
of his reading disability. He was found to be of 
dull-normal intelligence, with an I.Q. of 82 and 
a mental age of 1014 years. While he was more 
nearly placed in terms of mental maturity, he 
nevertheless had not grasped the fundamentals of 
reading, and scored no higher than first grade on 
a reading achievement test. This defect had caused 
increasing difficulty as time passed. Special rem- 
edial instruction on an individual basis was indi- 
cated. This program was carried out with the co- 
oreration of the first grade teacher, and brought 
about almost immediate improvement in his work 
and in his attitude toward school in general. 


i 


Case 4 

A 14 year old boy who was grossly misplaced in 
school was referred to the school clinic. While he 
was in the seventh grade, psychologic examinations 
indicated that he possessed ability to begin fourth 


grade work. Intellectual retardation was indicated 
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by an I.Q. of 63 and a mental age of 9% years. 
As is often the case, this child presented an ex- 
treme behavior problem. It was felt that lowered 
requirements in accordance with his mental develop- 
ment would help to reduce the emotional problems 
caused, in large part, by his sense of failure. 


Case 5 


A 14 year old girl who had presented a serious 
behavior problem in school was referred to the 
clinic. She was in the seventh grade when exam- 
ined, but was making virtually no progress in 
school. She was a frequent truant, and had been 
delinquent on several occasions. Her performance 
was characterically on a moronic level. She was 
found to have an I.Q. of 60 and-a mental age of 
8%. Obviously this girl’s promotions had been based 
entirely upon her chronologic age. To prevent more 
serious criminal or delinquent behavior, it seemed 
advisable to place this child in an institution for 
defectives, since supervision in the home was ruled 
out. The controlled environment would offer some 
opportunity for training geared to her level, and 
_—— also serve to prevent further antisocial be- 
avior. 


Case 6 


A child who had entered school before she was 
6 years old was referred to the clinic. When first 
seen, she had attended school for nearly a year 
without progress. Examination revealed that this 
girl possessed low-average intelligence and a men- 
tal age of 6 years and 4 months—evidence that she 
was now barely capable of doing first grade work. 
When she started school, her mental development 
was inadequate, and inevitably she failed. It was 
explained that, although she possessed normal in- 
telligence, she had not been ready for school at the 
time she entered, and that problems might increase 
if she were not taught the fundamentals of pri- 
mary grade work. The plan to retain her in the 
first grade was accepted. 


Summary 

1. The need for school psychologic clinics 
has been presented. s 

2. Major causes for academic failure, in- 
cluding physical, intellectual and emotional 
handicaps, and specific disabilities such as 
those affecting reading and speech, have been 
discussed. 

3. The need for special classes and schools 
which can gear school work to a level equal 
to a child’s assets or limitations has been 
presented. 

4. Six cases, typical of those which are 
frequently referred to these clinics, were pre- 
sented, along with the results of psychologic 
examinations and recommendations. 
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where the patient is taught and trained how to get 
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PREVENTIVE ASPECTS OF PEDIATRIC 
ALLERGY 


CLAUDE A. FRAZIER, M.D. 
ASHEVILLE 


The prophylactic aspects of allergy include 
not only prevention of the onset of allergies, 
but also prophylaxis against exacerbations of 
existing allergies. Preventive allergy is par- 
ticularly important in pediatric practice. 

Diagnosis of Allergies in Children 

When a child with allergic tendencies is 
brought to the physician, a detailed history 
of all the circumstances surrounding the on- 
set of the allergy should be obtained. It is 
important to examine the ears, nose, and 
throat carefully, using the nasopharyngo- 
scope and occasionally the bronchoscope to 
rule out foreign bodies or lesions in the 
trachea and bronchi. A lateral soft tissue 
roentgenogram of the nasopharynx is help- 
ful in determining whether any excessive 
adenoidal tissue is present, especially after a 
previous tonsil and adenoid operation (fig. 
1). 

The performance of skin tests in children 
requires more time than the same procedure 
in adults. If the young patient is allowed to 
watch the tests being done on children who 
have been tested before, and to talk to these 
children, his confidence is gained. Only two 
or three tests are done the first time. The 
child realizes that there is very little associ- 
ated pain, and is usually cooperative. Most of 
the children over 4 or 5 years of age whom 
I have seen will readily submit to direct skin 
tests. 

Direct skin tests are more reliable than 
passive transfer tests; but in young infants 
or children with a great deal of eczema, pas- 
sive transfers have to be done. 


The results of all skin tests must be cor- 
related with the history and other findings. 
This statement applies particularly to tests 
with foods. Of a total of 2,500 food tests I 
surveyed*, 90 were positive. Only 15 of these 
positive reactions, however, were found to 
be clinically significant when correlated with 
the history, trial and elimination diets. 


Read before the Buncombe County Medical Society, Asheville, 
North Carolina, October, 1950. 


*Percentages or numbers given in this report refer to case 
reviews of allergic children which I did at the Roosevelt 
Hospital in New York City. In these children, the onset of 
symptoms occurred before 6 years of age. 
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Fig. 1. Lateral soft tissue roentgenogram of the 
nasopharynx, showing enlargement of the adenoidal 
tissue. 


Common Types of Allergens 
Food 


Sensitivity to milk may develop during the 
neonatal period”) when an allergic infant 
receives one or more bottles of raw cow’s 
milk during the first two weeks of life, and 
then is put on the breast entirely. The allergy 
may not be evidenced until weaning is at- 
tempted. The prolonged interval of breast 
feeding serves as the incubative period which 
allows sensitization to cow’s milk to become 
established. 

During a severe gastrointestinal disturb- 
ance an allergic child may manifest sensi- 
tivity to a food for which he had complete 
tolerance prior to his illness. This phenome- 
non is thought to be due to increased perme- 
ability of the intestinal wall, which permits 
the ready entrance of unchanged protein into 
the blood stream. Sensitization may also oc- 
cur when common foods are taken in excess 
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—milk, egg, and wheat being the chief of- 
fenders. 

The cravings of the pregnant woman’, 
and her excessive indulgence in certain foods 
may account in part for some cases of food 
sensitivity in infants, since it is known that 
antibodies may pass across the placenta to 
the fetus. Sensitivity so acquired may or may 
not be temporary. Frazier and Sherman"? 
obtained blood from allergic women during 
pregnancy, cord blood, and blood from the 
children within a year after birth. They were 
able to show, by passive transfer, that in 
some cases antibodies to foods and inhalants 
to which the mother was sensitive were trans- 
mitted to the infant. A few of these infants 
later showed positive skin tests and clinical 
evidences of sensitivity. 

With the idea of preventing allergies in 
infancy, allergic women are sometimes ad- 
vised to refrain from overindulgence in egg 
during pregnancy. Egg is one of the sub- 
stances which most frequently give a posi- 
tive skin test in children with infantile ec- 
zema, and the onset of eczema occurs when 
egg is first introduced into the diet. 

The prevention and management of food 
allergies in infants and children involves 
attention to feeding problems and a knowl- 
edge of the numerous foods. Desensitization 
is usually unsuccessful, and food allergies 
are best treated by avoidance of the offend- 
ing article of food. However, no infant or 
child should be starved or allowed to get 
into a state of malnutrition because of his 
allergy. Every effort should be made to pre- 
vent sensitization to food in those infants 
who have a strong family history of allergy. 
The following general rules for feeding in- 
fants with such allergic tendencies, and those 
infants already definitely allergic, should be 
observed : 

1. For the relief or supplementary form- 
ula, allergen-free milk substitutes, such as 
Mull-Soy or Nutramigen, should be used. 

2. Egg, fruit juices, and vitamins obtained 
from fish oil should be avoided, and the diet 
should be supplemented with iron and syn- 
thetic vitamins, such as Drisdol and Cecon. 

3. When a new food is offered, it should 
be a single food and not a mixture. 

4. Each new food should be introduced 
separately into the infant’s diet, and no other 
new article of food should be introduced for 
five days. The purpose of this rule is to allow 
time for sensitization to any particular food 
to manifest itself. 





5. The offending food should be avoided. 

6. Only a few foods should be given. 

7. Excessive amounts of any food, includ- 
ing milk, should be avoided. 

8. All foods given during the first few 
months of life should be thoroughly cooked. 


Inhalants 

Inhalants are substances which reach the 
xody through absorption from the mucous 
nembrane of the nose and respiratory tract. 
These substances play a large part in asthma, 
1asal allergy, and hay fever. Desensitization 
xy means of injections can usually be ac- 
somplished when the offending allergen is 
yne of the seasonal pollens. Other inhalants 
rive symptoms all the year round, as long as 
shey are in the patient’s environment. The 
nost common of those to which the patient 
van usually be desensitized are: dust, molds, 
nsect emanations, and the epithelium of 
thickens, dogs, cats, horses, and rabbits. De- 
sensitization is not often successful when the 
yatient is allergic to cotton and kapok seed. 

In order to decrease the inhalant factors 
n an allergic child’s environment, dust con- 
rol measures should be adopted: plastic 
‘overs shold be used, stuffed furniture should 
ye removed, and pets and stuffed toys should 
10t be allowed. The best toys would be those 
nade of plastic or washable wood. 

When an allergic child goes to camp, every 
ffort should be made to select one in an 
nvironment which does not expose him to 
he plants and trees to which he is sensitive. 
f he is sensitive to poison ivy, he should be 
riven a prophylactic vaccine. It is usually 
10t advisable for him to ride horses. 









3acteria 

Bacteria, viruses, and fungi may produce 
illergy as well as anaphylaxis. Infections 
vith tubercule bacilli, streptococci, pneumo- 
‘occi and some of the typhoid organisms may 
yroduce antibacterial antibodies (shown by 
mmunologic or serologic methods) as well 
is positive skin tests. 

Experiments have shown that some pa- 
ients acquire an allergy to bacterial protein 
or to the bacterial toxin, and that while some 
yacteria (such as toxin-producing organisms, 
liphtheria and tetanus) tend to stimulate the 
‘ormation of protective antibodies with a re- 
sulting immunity, other bacteria, tubercle 
yacilli, pneumococci, streptococci, and ty- 
dhoid bacilli tend to produce allergy. 

In our series“, almost 90 per cent of the 
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cases of respiratory allergy in children were 
initiated by an acute upper respiratory in- 
fection. In these children exacerbations of 
asthma or of allergic rhinitis could be pro- 
duced by the injection of certain organisms 
isolated from cultures made from the in- 
fected focus. 

It is important to remember that most 
eases present a combination of several types 
of allergies—to bacteria, food, inhalants, and 
so forth. A child who is allergic to both milk 
and ragweed may suffer no ill effects from 
the ingestion of milk until the ragweed sea- 
son comes along; then milk may bring on an 
attack of asthma. One child had pruritus 
vulvae in the ragweed season only, and de- 
sensitization to ragweed caused cessation of 
the itching. 


Allergic Manifestations Occurring 
in Children 

Infantile eczema 

Infantile eczema can be one of the most 
disconcerting illnesses of childhood. The de- 
termination of the cause may be difficult. 
Although the condition is usually considered 
to be allergic in origin, other causes have 
been considered. There is usually a strong 
family history of allergy, however, and 30 


-per cent of our asthmatic patients had pre- 


viously had eczema. Allergens responsible for 
the eruption may reach the sensitized tissue 
by ingestion, inhalation, or absorption after 
direct contact. 

In addition to the elimination diet and the 
feeding rules mentioned earlier, the routine 
local and general treatment should be em- 
ployed. In a few severe chronic cases the use 
of ACTH and cortisone has brought about 
some improvement. I was able to improve the 
condition of several infants who had had 
frequent colds by the administration, in grad- 
ually increasing doses, of autogenous vaccine 
from the infected foci. Twenty per cent of 
our patients had a positive patch test to dust, 
and dust desensitization has been used with 
good results. Other irritating agents—wool, 
animals, silk, clothing dye, and soap—must 
be kept from an infant’s sensitive skin when 
an effort is being made to prevent or treat 
infantile eczema. 

Although the results of treatment in most 
cases are not completely satisfactory, the in- 
fant’s condition can be improved and, in some 
cases, cured by treatment. The physician who 
handles these cases should realize that he is 
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not only correcting a skin condition, but is 
trying to minimize later allergies. 


Nasal allergy 

While we are all aware of the signs of hay 
fever, the less typical signs of nasal allergy 
are not so well known. Nasal allergy may 
start at 2 years of age. These children have 
the sniffles all the time, and give the impres- 
sion of having chronic colds. They sneeze 
frequently at night and in the morning, but 
their symptoms decrease during the day. 
There is usually a thin, watery mucoid nasal 
discharge. Almost all children with chronic 
nasal allergy develop the habit of rubbing the 
nose, called the “allergic salute.” Children 
who are chronic nose rubbers, or mouth 
wrinklers, may be considered allergic until 
proven otherwise. 

A nasal smear for eosinophils is very im- 
portant in the diagnosis of nasal allergy. 
If there is a superimposed infection, how- 
ever, the eosinophils are sometimes hard to 
find. 

Nasal allergy may be due to foods, drugs, 
inhalants, or bacteria. Typical hay fever is 
usually due to pollenating plants. No child is 
too young to take pollen desensitization treat- 
ment. Untreated nasal allergy may later lead 
to asthma, and may cause bony changes in 
the base of the skull, with narrowing of the 
arch of the palate (Gothic arch) and depres- 
sion of the bony prominences of the cheek 
bones, so that they have a flat appearance. 
These changes may result in crowding of the 
incisor teeth, necessitating dental braces. 
Treatment of the nasal allergy or hay fever 
should help to prevent asthma and the ana- 
tomic changes mentioned. 


Asthma 

In considering the preventive aspects of 
asthma, it is important to realize that asthma 
may develop at almost any age. In our series 
of asthmatic children’, the symptoms began 
during the first two years of life in 50 per 
cent of the patients, and during the first year 
in 10 per cent. The most important etiologic 
factor in these patients was bacterial allergy. 
This was combined with food allergy in the 
early years, and with allergy to inhalants 
later. Ninety per cent of our asthmatic chil- 
dren under 6 years of age had a past history 
of many upper respiratory infections, and 
one half of these patients had had pertusses, 
tracheo-bronchitis, or pneumonia. Almost all 
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had had a chronic, croupy cough for several 
years before the onset of asthmatic symp- 
toms. 

I do not feel that tonsillectomy, per se, will 
cure or help asthma. In our series, half of the 
asthmatic patients had had such an opera- 
tion, without any relief of their asthmatic 
symptoms, before we saw them. If the tonsils 
and adenoids are infected, they should be 
removed completely, and an autogenous vac- 
cine made from them. 

While many asthmatic children “outgrow” 
their allergy, others carry it with them 
through life, though they may be symptom- 
free for long periods of time. It is dangerous 
to temporize when dealing with asthma, for 
severe complications may result. Some un- 
treated asthmatic children develop emphy- 
sema, chest deformities, bronchiectasis, and 
chronic suppurative bronchitis. More than a 
third of the asthmatic children in our series 
were found on the first examination to have 
a deformity of the chest wall resulting from 
their asthma. 

Often the proper treatment of an asth- 
matic child is delayed because of an incorrect 
diagnosis. This is especially true in children 
under 2 years of age. Asthmatic attacks in 
infants are often diagnosed as bronchitis or 
broncho-pneumonia. 

While the symptomatic treatment of asth- 
matic attacks is essential, it should be re- 
membered that each attack may produce 
progressive, irreversible changes in the lung 
and chest wall. It is far more important, 
therefore, to determine the cause of the at- 
tacks and attempt to remove it. The preven- 
tion of asthmatic attacks and their conse- 
quences calls for continued treatment, con- 
sisting in the removal of environmental fac- 
tors, an elimination diet, desensitization to 
offending allergens, the removal of foci of 
infection and treatment with autogenous vac- 
cines made from these foci, avoidance of 
sudden temperature changes and excesses of 
any kind, plus breathing exercises, vitamins 
and antibiotics. 

Concerning the relation of psychic factors 
and asthma, I feel that psychic factors, 
though they may precipitate an asthmatic 
attack, do not cause asthma. Although we 
may feel that some children use their aller- 
gies to gain attention, and to take advantage 
of their parents, we must not overlook the 
fact that an allergy may itself be the cause 
of a behavior problem. In our clinic we fre- 
quently found that allergic children with be- 
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havior problems became much better ad- 
justed when their allergies were brought 
under control. 
Neurologic disorders 

Among the neurologic disorders in chil- 
dren which may be due to allergy are head- 
aches, encephalopathy, neuritis, syncope. 
Rarely, convulsions are caused by food al- 
lergy. 
Immunization reaction 


Immunization is an important part of pedi- 
atric practice, but it can be fraught with 
danger. It is important to remember that 
allergic children, sensitive to egg protein, 
may have a severe reaction from the parent- 
eral introduction of vaccines prepared from 
cultures grown in chick embryo tissues"). 
Such vaccines include those for yellow fever, 
equine. encephalomyelitis, typhus fever, 
Rocky Mountain spotted fever, and influenza 
A and B. Deaths from anaphylactic shock 
which followed the prophylactic injection of 
influenza vaccines have been reported. Con- 
stitutional reactions to tetanus toxoid have 
also been reported. 


To prevent immunization reactions, the 
history of previous immunizations, and re- 
actions from them, should be taken. If the 
patient has ever had an egg sensitivity; one 
should be very cautious in giving vaccines 
grown on egg media. Skin and eye tests with 
the diluted antigenic material should be done. 
If they are both positive, the need for im- 
munization should be weighed carefully 
against the dangers. If it is absolutely neces- 
sary, one must proceed with caution. 

Allergic children can usually take the 
diphtheria, tetanus, and pertussis vaccines 
fairly well if caution is used. It would be 
better, in children over 6 years of age, to 
give booster shots of single rather than mul- 
tiple antigens, and to do skin tests with diph- 
theria toxoid. If the skin test is strongly 
positive, it may in itself be sufficient to pro- 
duce immunity. 

Smallpox vaccination must not be given 
to a child during the acute stages of infantile 
eczema. 

In a child allergic to horse serum, an in- 
jection of tetanus antitoxin may produce 
immediate symptoms ranging from hives to 
anaphylactic shock and death. In non-al- 


lergic children serum sickness, characterized 
by urticaria, fever, and swelling of the joints 
and glands, may develop a few days after the 
injection of the serum. 
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In order to prevent reactions to tetanus 
antitoxin, allergic children, after skin tests, 
should be given tetanus toxoid routinely. A 
history of allergy should be carefully sought 
in each pediatric patient. It is most impor- 
tant to determine whether attacks of sneez- 
ing and wheezing are brought on by being 
around horses. Such symptoms usually indi- 
cate extreme sensitivity to horse serum, and 
some authorities’ believe that ‘‘horse-asth- 
matics” should not even be tested for hyper- 
sensitivity to serum. 

When intracutaneous testing with horse 
serum is done, it is advisable to start with a 
dilution of 1:100. In patients who have a his- 
tory of horse sensitivity, however, a still 
greater dilution should be used, or else a 
scratch test should be substituted for the in- 
tracutaneous test. If negative results are 
obtained, subsequent tests can be done with 
less dilute solutions. No more than 0.025 cc. 
should be injected intradermally for skin 
tests, even though it is common practice to 
give 0.1 cc. An ophthalmic test should always 
be done, as it is probably a more reliable in- 
dex of sensitivity than an intradermal test. 
Desensitization based on the reaction to the 
skin tests can be done if it is necessary for 
the child to get the antitoxin. 


Drug reactions 


Drugs produce a variety of allergic reac- 
tion in infants and children. Every physi- 
cian should be familiar with the side effects 
of the drugs he uses, and should watch for 
them. Asthma and rhinitis may result from 
the use of cod liver oil, penicillin, pancreatin, 
or sulfonamide drugs. Many pills are made 
with a gum which may cause asthma. Among 
these crystalloid drugs aspirin is the most 
frequent cause of asthma, and is probably re- 
sponsible for the greatest number of ana- 
phylactic deaths. Anaphylactic reactions may 
alsa be produced by injections of serum, hor- 
mones, insulin, and liver extract. Sulfona- 
mides, when given orally, rarely cause such 
reactions. 

Symptoms of serum sickness may be pro- 
duced by a great variety of drugs. A common 
symptom of drug allergy is fever. This has 
an abrupt onset, most often on the seventh 
to tenth day, and it may or may not be ac- 
companied by a rash. It usually subsides with- 
in two or three days after the drug is dis- 
continued’). These sulfonamide drugs are the 
most common cause of drug fever, but io- 
dides, thiouracil, Atabrine, penicillin, and 
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streptomycin may also be responsible. Pa- 
tients with drug fever usually recover, but in 
fatal cases autopsies have revealed vascular 
and focal lesions. 

Cutaneous eruptions are the most common 
manifestation of drug allergy. Most drugs 
occasionally produce some form of skin rash. 
In 2 to 5 per cent of the patients who receive 
sulfonamides, a morbilliform rash develops 
between the seventh and the fourteenth days. 
Topical application of a sulfonamide may 
give rise to a contact dermatitis, which may 
persist for a long time. In infants, with ec- 
zema, antihistamine ointment may have the 
same effect. Patients who have been sensi- 
tized by the oral use of a sulfonamide drug 
often have dermatitis following a topical ap- 
plication of the drug, while those who have 
recovered from contact dermatitis are apt to 
have local or general recurrences after oral 
administration of the offending drug. 

Other drug reactions of an allergic nature 
include hepatitis, agranulocytosis, and 
thrombocytopenia. The duration of the sensi- 
tivity varies. 

In order to prevent drug allergies, it is 
important to obtain a careful history of all 
drugs administered, and of any previous sen- 
sitization. Listen to the patient. A child does 
not have to have other manifestations of al- 
lergy, such as asthma or hay fever, to be al- 
lergic to a drug. From an allergic standpoint, 
it is usually safer to administer a drug orally 
than parenterally. In an effort to determine 
whether any sensitivity is present, it is some- 
times wise to give a drug by mouth before 
using the parenteral route. 

Before any ointment is used on a child, a 
patch test should be done. If possible, one 
should use an ointment fairly free from al- 
lergy-producing properties, such as vaseline. 

There are certain drugs with which one 
can and should do skin tests, while other 
drugs are dangerous if used for skin tests. 
Skin tests should be done before the adminis- 
tration of protein drugs, such as pituitary 
extract, insulin, serum, liver extract and 
toxoids, especially if the child has received 
previous injections of the drug. One should 
not do skin tests with crystalline drugs, as 
they are unreliable and, in the case of aspirin, 
may be dangerous or fatal. If the child is 
definitely allergic to one drug, a substitute 
drug may be tried; if the child is sensitive to 
insulin, another brand or form of insulin may 
be used. If it is absolutely necessary to use 
the one drug to which the child is sensitive, 
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one may try to desensitize him to the drug, 
then watch for the side reactions and treat 
them if they occur. 

Avoid Aspirin in an Allergic Child! 


Conclusion 


Although allergy most frequently mani- 
fests itself through the respiratory tract, by 
a cough, sniffles, asthma and hay fever, it is 
important to recognize the other manifesta- 
tions of allergy in children, so that treatment 
may be begun early. 

The prophylactic and curative value of 
such treatment is impressive. If not treated, 
allergies in children may be complicated with 
nasal polyps, nasal infections, facial and 
dental deformities, emphysema, bronchiecta- 
sis, chest deformities, psychic trauma, and 
possibly death. Skin allergies may lead to 
secondary changes, such as keratosis and 
lichenification. 

As our knowledge of immunization is used 
in pediatrics to prevent infections and their 
consequences, so can our knowledge of allergy 
be used to prevent allergies and their conse- 
quences in children. 
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Dr. Rusk Wins A.P.M.A. Award 


Dr. Howard A. Rusk, director of the Institute of 
Rehabilitation and Physical Medicine of the New 
York University—Bellevue Medical Center, has been 
selected to receive the 1951 Research Award of the 
American Pharmaceutical Manufacturers’ Associa- 
tion, it was recently announced by Dr. Martin Laser- 
sohn, chairman of the Research Board and vice 
president of Winthrop-Stearns, Ince. 

“Dr. Rusk’s research has been directly respon- 
sible for the rehabilitation to active useful life of 
many thousands of servicemen who sustained catas- 
trophic injury and crippling, as well as civilians 
handicapped from accidents and from such par- 
alyzing diseases as poliomyelitis, multiple sclerosis, 
apoplexy and cerebral palsy,” Dr. Lasersohn said. 

An associate editor of The New York Times, Dr. 
Rusk now holds the rank of brigadier general in 
the Air Forces Reserve. He was awarded the Dis- 
tinguished Service Medal in 1945. 

The Research Award of the A.P.M.A. was estab- 
lished in 1947, to be presented “in recognition of 
the work of an investigator who, during the recent 
past, has made a significant research contribution 
in the field of medicine or the medical sciences.” 
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OPERATIVE PROCEDURE FOR 
EVISCERATION OF THE EYE 


W. P. McKay, M.D. 
FAYETTEVILLE 


The following modified operative proced- 
ure for evisceration of the eye has not, to my 
knowledge; been described heretofore. If it 
has, this paper may be considered as a review 
and a personal endorsement of a method that 
I have employed in selected cases for about 
ten years. : 

Enucleation, with implants of 10 or 12 
mm. in Tenon’s capsule, provides a suffi- 
ciently large and movable stump for a pros- 
thesis with good cosmetic results, and is per- 
haps the most generally acceptable proced- 
ure. There are cases, however, in which I 
consider modified evisceration of the eye to 
be preferable. 

The objections to evisceration by the ordi- 
nary procedure are well known. They have 
been stated by Wurdmann as follows: “Heal- 
ing is more severe and protracted than in 
enucleation . . . The postoperative pain is 
usually severe and has to be relieved by 
morphine . . . The stump usually becomes 
quite small and, as a rule, the trouble, time 
and pain are not worth the price.””) I would 
add that particularly with old people, heal- 
ing after the ordinary evisceration is apt to 
be a slow and painful process. 

It is well known that the removal or evis- 
ceration of an eyeball is followed by gradual 
atrophy of the soft tissues of the orbit, mak- 
ing cosmetic results less and less favorable 
no matter what procedure is employed. Enu- 
cleation or evisceration also arrests the de- 
velopment of an orbit that has not attained 
adult size. Since this is true, implants in 
Tenon’s capsule, or in the scleral sac, help 
to obviate shrinkage of the socket, and are 
therefore preferable in patients up to middle 
age. With middle-aged and elderly people, 
however, I prefer modified evisceration for 
the following reasons:- (1) The movable 
stump is adequate. (2) The shrinkage of or- 
bital tissues in the remaining years is negli- 
gible, or at least of less importance from a 
cosmetic angle than it would be in a younger 
person. (3) I have not found that there is any 
more pain than that which follows enuclea- 
tion. (4) There is less bleeding in elderly 


Read before the Section on Ophthalmology and Otolaryngol. 
+ . Society of the State of North Carolina, Pinehurst, 





May, 1951 


hea 


Fig. 1. Scleral sac after slits have been made 
between recti muscles and before opposing flaps 
have been overlapped for suturing. Slits per- 
mit the seepage of blood from surrounding 
tissues into the bottom of scleral sac, thus pre- 
venting a dry intrascleral surface and probably 
reducing postoperative pain. 

arteriosclerotic patients, and less danger of 


hematoma and ecchymosis. 


Description of Technique 

After the cornea has been removed in the 
usual manner, and the contents of the globe 
evacuated, a flat elevator is used to separate 
the scleral sac from Tenon’s capsule between 
the recti muscles. Four slits are then made 
in the sclera between the recti muscles, ex- 
tending backward to within 3 or 4 mm. of the 
posterior pole of the globe, care being taken 
to avoid severing the oblique muscles (fig. 
1). The scleral sac is thus divided into four 
segments (fig. 2), to each of which is at- 
tached a rectus muscle. (It will be observed 
that when the scleral slits are made, a small 
amount of blood oozes into the cavity. This 
seepage apparently is an important factor 
in the success of the operation.) With double- 
armed fine catgut, the opposing scleral flaps 
are overlapped and sutured (figs. 3 and 4), 
forming, when completed, a movable stump. 
Tenon’s capsule and the conjunctiva are then 
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Fig. 2. Scleral sac represented by grapefruit 
rind, showing the four slits. 
Fig. 3. Schematic representation of the first 
two opposing flaps of sclera overlapped and 
sutured. 
Fig. 4. Schematic representation of second two 


opposing flaps overlapped and sutured. 
closed over the stump with a pursestring 
suture, preferably of fine catgut. 
Conclusion 
I believe that the pain following eviscera- 
tion of the eye by the usual technique is 
caused by a dry scleral sac, comparable to 
the dry socket following a dental extraction, 
in which pain is often troublesome and pro- 
longed. The modified procedure which I have 
described obviates the dry scleral sac, and 
thereby eliminates what is probably the chief 
cause of postoperative pain. 
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REPORT OF SIXTY CASES OF 
PTERYGIA REMOVED BY THE 
KAMEL TECHNIQUE 


M. N. LYMBERIS, M.D. 
CHARLOTTE 


There seem to be as many operations and 
modifications of operations for pterygium as 
there are surgeons performing the opera- 
tions. Through the centuries pterygia have 
been cauterized, resected, dissected, ligated, 
coagulated, burned, frozen with carbon di- 
oxide, and transplanted up, down, and side- 
ways. 

It is not my purpose to describe a new 
method of removing pterygia or a modifica- 
tion of someone else’s method, but to call at- 
tention to a method which has been widely 
used in Egypt, where pterygia are so com- 
mon. Before discussing the technique and the 
results of this technique, it would be well 
to review a few pertinent points regarding 
pterygia. 

Etiology and Pathology 


A true pterygium is a pathologic encroach- 
ment of a part of the bulbar conjunctiva, 
exposed in the palpebral fissure over the 
cornea. It is now fairly generally accepted 
that pterygia result from a chronic inflam- 
mation of the conjunctiva and the cornea. 
If the inflammation is confined to the con- 
junctiva alone,-a pinguecula or a conjuncti- 
vitis is likely to develop. When the cornea is 
involved also, a pterygium more often re- 
sults. 

It should be remembered that the conjunc- 
tiva and the superficial layers of the cornea 
are of the same embryonic origin. The in- 
flammatory process in the subconjunctiva 
leads to hyperplasia and hypertrophy of 
elastic tissue and deposition of hyalin, which 
causes elevation of Bowman’s membrane and 
eventually separates it from the epithelium. 
It is only when the pathologic condition that 
starts as a localized conjunctivitis becomes a 
keratoconjunctivitis that a pterygium is 
formed. As a result of this keratoconjuncti- 
vitis, fibrous tissue is laid down in the sub- 
mucosa of both the conjunctiva and the 
cornea. As a result of the consequent con- 
traction and shrinkage of the cornea, a fold 
of conjunctiva encroaches on the cornea, 
forming the pterygium. 
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A pterygium is neither a disease of the 
conjunctiva nor a disease of the cornea. In 
fact, it is not a disease at all, but only a 
symptom of an underlying pathologic condi- 
tion which affects both the conjunctiva and 
the cornea. To sum up, a pterygium is a 
mechanical encroachment of a part of the 
conjunctiva over the cornea, caused by the 
shrinkage and contraction of radially dis- 
posed fibrous tissue bundles laid down in 
the submucosa of the conjunctiva and in the 
superficial layers of the cornea, as a result 
of localized, chronic keratoconjunctivitis. 

When one examines a pterygium which has 
been dissected and sectioned, he will find 
that the nuclei of the submucosa, for the 
greater part, have disappeared, and that the 
connective tissue bundles have become con- 
fluent and have a homogeneous pink color 
indicating a hyaline degeneration. In the 
deeper parts of this hyaline tissue, degener- 
ation of elastic tissue is seen in the form of 
dark-staining convoluted fibers. The epithe- 
lium over the affected area is thinned. If, 
then, the true pathologic basis of the ptery- 
gium is a shrinkage and degeneration of 
elastic tissue following chronic inflamma- 
tion, it seems rather pointless to transplant 
this tissue in another direction, as if it were 
a tumor, to grow in that direction. It is im- 
portant to bear in mind this etiologic-patho- 
logic relationship, for it is on this basis that 
the technique to be described is founded. 


Incidence 


It is a well established fact that pterygia 
occur far more frequently in hot, dry cli- 
mates than in moist, temperate regions. A 
map prepared by Dimitry of New Orleans 
shows that the incidence of pterygia in the 
United States is far higher in the Southern 
states than in the Northern and Eastern 
states; and that the drier the climate, the 
greater the incidence of pterygia. On a world- 
wide basis this same general pattern is evi- 
dent. In Egypt, where the Kamel technique 
was developed, pterygia are extremely com- 
mon. 

The Kamel Technique 


Dr. Sabri Kamel of Egypt first called my 
attention to this operation during the war 
years. At the time of his last report he had 
performed more than six hundred such oper- 
ations without a single known recurrence. 
Since many patients who are operated on for 
pterygium do not come back following a 
recurrence, it is difficult to get exact statis- 
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tics. Dr. Kamel, however, disavows any 
recurrence among the six hundred cases he 
has followed. The technique, which is the 
essence of simplicity, is designed to attack 
the underlying pathology of the pterygium. 

First, the eye is anesthetized with a 1 per 
cent solution of cocaine used as an instillation 
every two minutes, five or six drops in all 
being sufficient. The eye is washed and a 
drop of antiseptic solution is instilled. The 
neck of the pterygium, which is the part over 
the limbus, is caught with fixation forceps, 
and the head of the pterygium is well shaved 
from the corneal attachment with a Grafe 
knife. This gives a far cleaner dissection than 
tearing the pterygium loose with a strabis- 
mus hook as is often done. In shaving the 
head from the cornea, care must be taken 
not to leave the adherent areas near the lim- 
bus at the upper and lower borders. After 
this procedure, the head is held with fixation 
forceps while fine strasbismus scissors are 
used to undermine the pterygium up to the 
caruncle. After the whole pterygium is 
undermined, it should be released and the 
patient instructed to direct the eye forward. 
The operator can then note whether the con- 
junctiva is redundant and lying over the 
cornea. In most cases, after the head is freed 
from the corneal] attachment and the con- 
junctiva is undermined to the caruncle, the 
fold of conjunctiva which formed the ptery- 
gium will return to its place. No upper or 
lower borders will be seen and no redundancy 
will be noted. In some long standing cases, a 
small bit of the head will be found still re- 
dundant. This part should be excised with 
the scissors so that, with the gaze directed 
forward, the edge of the pterygium just 
touches the limbus. 

When all redundancy has ies overcome, 
the pterygium is held with fixation forceps, 
and with the fold of undermined conjunctiva 
raised away from the sclera, its under sur- 
face is cauterized with concentrated carbolic 
acid. The cauterizing is done with a wooden 
toothpick applicator which has been dipped 
in the carbolic acid. Only the under surface 
of the conjunctiva is cauterized, care being 
taken not to cauterize the surface of the 
sclera. This step completes the operation. 

The conjunctiva is laid back on the sclera, 
and no sutures are taken because there is 
nothing to be sutured. Before the eye is 
bandaged, 5 per cent sulfathiazole ointment 
is placed in the lower cul-de-sac. The eye is 
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Fig. 1. Steps in the Kamel technique for removing 
pterygia. 


dressed on the second and fourth days. 
Usually the dressing can be left off after the 
fourth day, and a bland ointment given for 
use as needed. 


Comment 


The operation is simple. There are no 
sutures to take, and, what is more important, 
no sutures to remove. In our series of cases 
the patients have been quite comfortable 
after the dressing was removed on the fourth 
day, and have had no complaints. In two or 
three weeks almost complete healing occurs 
and the eyes look perfectly normal. From a 
cosmetic point of view, the result is excellent. 

By undermining the whole area up to the 
caruncle, we insure that all the fibrous tissue 
elements, which are the cause of the con- 
junctival encroachment over the cornea, are 
sticking to the under surface of the disen- 
tangled, raised fold of the conjunctiva. The 
cauterization has three purposes: (1) It 
hastens the process of healing; (2) it hastens 
the complete shrinkage of the fibrous tissue 
band, and (3) thereby constricts the blood 
vessels, reducing the blood supply and thus 
imitating and hastening Nature’s self-limit- 
ing process. To prevent the conjunctiva from 
sticking to the sclera, care is taken to cauter- 
ize only the under surface of the conjunctiva. 
Any excess of carbolic acid on the wooden 
applicator is removed and any excess after 
cauterization is carefully swabbed away. It 
is not necessary to cauterize the area of the 
cornea from which the pterygium has been 
removed, although this procedure will do no 
damage. 
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Preliminary Report of 60 Cases 


Since adopting this routine eighteen 
months ago, Dr. Frank Smith and I have 
treated 60 pterygia by this technique. No 
series of cases in which pterygia have been 
removed has been reported previously in any 
American medical journal, to my knowledge. 
In preparing this preliminary report, we 
requested all patients to return to the office 
for an examination and photograph. Among 
those patients who have returned, only one 
recurrence of pterygium was found. This re- 
currence followed one of our first operations 
done by this technique, and was probably due 
to failure to dissect the conjunctiva as far 
back to the caruncle as necessary, and to 
cauterize thoroughly the under surface of the 
conjunctiva. When a second operation was 
performed several weeks ago, dense fibrous 
adhesions between the conjunctiva and the 
sclera were found. As soon as these were dis- 
sected away, the conjunctiva fell into its 
normal position, stopping at the limbus. The 
fibrous tissue under the conjunctiva was 
thoroughly cauterized and there has been no 
recurrence to date. 


Conclusion 


A year and a half is too short a time in 
which to draw definite conclusions as recur- 
rences after this operation. I believe, how- 
ever,—and my colleagues concur in this 
opinion—that this simple method of operat- 
ing for pterygium requires: less time, gives 
results which compare favorably with those 
for any other method, and attacks the ptery- 
gium from its pathologic standpoint more 
completely than any other operation. 


Abstract of Discussion 


Dr. F. W. Stocker (Durham): While it is true that 
pterygia are more likely to occur among people who 
are exposed to weather, they are occasionally seen 
among people whose occupations keep them indoors 
most of the time. I should like to draw your attention 
to some observations which have been made on iden- 
tical twins. 

Pterygia often occur in identical twins at the same 
place on the cornea, and at the same time of life. 
This finding does not exclude external factors, but 
it neeree the presence of an intrinsic factor as 
well, 


I was one of those who tried to devise a new tech- - 


nique for removing pterygia, and my paper on this 
subject was published in the Archives of Ophthal- 
mology in 1943. As I pointed out in that article, the 
head of the pterygia must be removed with a certain 
amount of underlying cornea; it should not be just 
sliced off. 

The pterygium, as more recent research has shown, 
probably involves not only the conjunctiva, but the 
episcleral tissue, or the terminal part of Tenon’s 
capsule as well. That is why it is necessary to dissect 


May, 1951 


the pterygia from the cornea down to the sclera and 
back. That method of dissection is probably the main 
feature in both Kamel’s technique and also the one 
I have described. 

Although I didn’t cauterize the conjunctiva, I 
tried to make a flap of conjunctiva in such a way 
that the blood vessels did not tend to go into the 
cornea again, but pass the edge of the cornea side- 
ways. The effect of cauterization with carbolic acid 
is probably similar to that obtained with radium in 
the treatment of recurrent pterygia. Radium oblit- 
erates these smaller blood vessels, and thus forms a 
dense scar tissue that will not encroach on the 
cornea. 

Dr. Roy A. Stewart (Newton): We use concen- 
trated phenol and a wooden toothpick applicator. We 
are careful to brush off any excess carbolic acid 
before cauterizing the surface of the conjunctiva. 
The conjunctiva is held as high as possible during 
the cauterization, and then a dry applicator is passed 
over the sclera to dry it completely. 

Dr. Lymberis: So far— and I repeat a year and a 
half is not sufficient time—we have had but one 
recurrence, and I think we can well explain that 
recurrence on insufficient treatment of the degener- 
ative tissue. 





APPENDICEAL CALCULI 
A Case Report 


CHARLES E. KERNODLE, JR., M.D. 
and 
HAROLD B. KERNODLE, M.D., F.A.C.S. 
BURLINGTON 


Although fecal concretions are commonly 

found within the appendix, and the term 
“fecalith” is often used in the diagnosis of 
acute appendicitis, appendiceal calculi are 
rarely encountered. Bunch and Adcock"! 
found one in 2,000 appendices. Because of 
the rarity of this condition and its clinical 
significance, we feel that a case report is in 
order. 
_ The diagnosis of this case was suspected 
and made preoperatively. The preoperative 
roentgenogram is almost a duplicate of the 
one reported by Lowenberg”), whose article 
one of us had reviewed only a few days pre- 
viously. A comparison of the two roentgeno- 
grams, plus the negative urinary tract find- 
ings, enabled us to make the diagnosis with- 
out the use of pyelograms. 


Case Report 


A 36 year old married white female, the 
mother of four children, entered the hospital 
on December 9, 1949, with the chief com- 
plaint of severe pain in the right lower quad- 
rant of the abdomen for the past twelve 


‘From the Kernodle Clinic, Burlington, North Carolina, 
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Fig. 1 (above). Flat roentgen plate of the abdo- 
men, showing a calculus in the right lower quad- 
rant. 


Fig. 2 (right). Roentgenogram of the appendix. 


hours. Along with pain of increasing severity 
in the right lower quadrant, the patient also 
had seizures of severe cramping epigastric 
pain. At times during the examination she 
would cry out with severe pain in the epigas- 
trium. The past history revealed no previous 
attacks of abdominal pain, and there was no 
history of urinary or bowel disorder. Past 
and family history were noncontributory. 
The physical examination revealed a well 
developed, well nourished white female, who 
complained of severe pain in the right lower 
quadrant of the abdomen, and episodes of 
severe, knife-like pain in the epigastrium. 
The blood pressure was 120 systolic, 80 dias- 
tolic, the temperature 102 F., pulse 80, and 
respiration 22. The head and neck were nor- 
mal, and the heart and lungs were clear to 
ausculation and percussion. The abdomen 
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was slightly distended, with an increase in 
muscle tone over the right lower quadrant 
and, to a lesser degree, in the epigastrium. 
Any pressure at McBurney’s point caused 
severe pain, and there was rebound tender- 
ness in the right lower quadrant, and re- 
ferred rebound tenderness from other quad- 
rants to the right lower quadrant. The pelvic 
and rectal examinations revealed tenderness 
high on the right. 

Laboratory studies revealed a white cell 
count of 10,000, and a hemoglobin of 80 per 
cent. The urinary examination was normal. 

A flat roentgen plate of the abdomen re- 
vealed a calculus in the right lower quadrant, 
and a moderate amount of gas in the ascend- 
ing colon (fig. 1). 

From the clinical and roentgen findings 
we made a preoperative diagnosis of appen- 
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diceal calculi, and the patient was prepared 
for an appendectomy. While she was under 
general anesthetic, the abdomen was entered 
through a McBurney incision, and an acutely 
inflamed supperative appendix was found 
lying near the pelvic brim, with a large cal- 
culus in its proximal portion. There was no 
perforation of the appendix. The appendix, 
with the calculi, was removed. 

The patient’s postoperative course was un- 
eventful. She was up twelve hours after the 
operation, and was dischargéd from the hos- 
pital on the fourth postoperative day. She 
has been followed since without complaints. 
. The pathologic report revealed that the 
appendix measured 7 cm. in length and 3 cm. 
at its widest point. It had been opened by the 
surgeon, and the calculi had been removed. 
The largest stone measured 3 by 2 by 2 cm., 
and was egg-shaped. The other stones were 
smaller. 

The sections through the wall of the 
opened appendix revealed destruction of the 
superficial mucosa, and infiltration of the 
remaining mucosa by an acute hemorrhagic 
exudate. There was a layer of fibrin, enmesh- 
ing acute inflammatory cells, in the serosa. 


Etiology 


Appendicitis may be due primarily to in- 
flammatory change or to mechanical factors. 
Numerous foreign bodies have been reported 
in the appendix, any of which may form the 
nucleus of a fecalith or a calculus. 

A bolus of feces impacted within the ap- 
pendix may also serve as the nucleus of a cal- 
culus. Calcium salts from the mucous glands 
in the crypts of Lieberkiihn may be deposited 
upon the concretion. Following this process, 
the appendix becomes thickened and the 
stone laminated by repeated deposits of 
salts“), Any interference with the circulation 
or the lymphatic drainage of the appendiceal 
wall during any of these episodes, may result 
in perforation’. The presence of a calculus 
associated with acute appendicitis carries a 
grave prognosis, since 80 per cent of the re- 
ported cases have been complicated by per- 
foration or formation of abscess", 


Chemical Analysis 


Appendicea! calculi have been analyzed by 
Maver and Wells”), who studied twenty-five 
stones varying from 5 to 10 mm. in diameter. 
They reported that “about one-fifth of the 
material was organic residue, mostly vege- 
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table fiber, indicating that some part of the 
appendiceal concretions at least, come from 
the cecum. Probably the rest of the concre- 
tion is deposited from the wall of the appen- 
dix, since the bowel secretions are known to 
contain much fatty material and calcium.” 
They found the calculi to contain inorganic 
material (chiefly calcium phosphate), 25 
per cent, organic residue (chiefly vegetable 
fiber), 20 per cent, and fat soluble sub- 
stances (coprosterol, soaps, and cholesterol), 
50 per cent. 


Differential Diagnosis 


Several diseases in addition to appendicitis 
should be considered in the differential diag- 
nosis: (1) ureteral, renal, or vesical stone; 
(2) gallstone ileus; (3) cholecystitis and 
cholelithiasis; (4) phlebolith; (5) calcified 
mesenteric nodes; (6) retained barium; (7) 
calcified dermoid of the ovary; (8) calcified 
appendix epiploica; and (9) appendiceal for- 
eign body. 

Diagnostic procedures which are most 
helpful include a flat plate of abdomen, with 
the umbilicus marked for position; cholecys- 
tography; gastrointestinal series, and bari- 
um enema. Studies of the urinary tract, with 
intravenous and retrograde pyelography, are 
also helpful. 

Summary 


A short discussion of appendiceal calculi 
has been presented, together with the report 
of one additional case which was diagnosed 
preoperatively. The chemical composition of 
appendiceal calculi was briefly discussed, and 
the differential diagnosis was considered. 
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Armour Spikes Rumor of ACTH Shortage 


Telegrams have been sent to all approved hos- 
pitals in the country stating that regular suppliers 
can fill all orders for the “wonder drug” ACTH, 
The Armour Laboratories announced recently. 

Armour and Company issued a statement saying 
that supplies of Acthar, the firm’s brand name for 
ACTH, have been increased to the point where all 
orders are being filled and there is a six weeks’ 
supply on hand, based on the present rate of use. 
Arrangements are also being made to further in- 
crease production to meet expanding demand. 
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ANESTHESIA IN ANORECTAL 
SURGERY 


B. RICHARD JACKSON, M.D. 
RALEIGH 


This presentation is an attempt to evaluate 
the methods of anesthesia used in a limited 
series of 250 consecutive anorectal opera- 
tions*. Two types of anesthesia were em- 
ployed—regional and intravenous. The re- 
gional methods included intraspinal and 
extradural blocks, while the intravenous 
method was limited to the use of Sodium 
Pentothal. All the surgical procedures were 
limited to the lower 6 cm. of the anus and 
rectum, and did not include any malignant 
lesions. The pathologic specimens included 
internal and external hemorrhoids, anal 
crypts and papillae, anal fissures, anorectal 
fistulas, benign rectal polyps, and pruritic 
skin (table 1). 


Table 1 
Classification of Cases 
Diagnosis No. Cases 
CPN Shas ahs cath Sia Ch anata b bust nc atnacblgeevituases 106 
eee eS SEER EIT BLADE See Sy a eee Oe 149 
NS ATOLLS SPIE A SAAS BEL OOS 61 
SES SIERRA EDIE A ES BO 35 
Fig cs OT RS Sd Go i SO Re ss IEE PSR eG Se BO 45 
ye eo, ACD OLD ION Sepa Te ee ee 21 
cs ee RAPES Ea PRES eee aarp Reo e atom Bus AN 13 
POORER NOUNS he a, oe 6 


The Choice of Anesthesia 


The ideal anesthetic for anorectal surgery 
is that which (1) entails the least risk; (2) 
affords the patient complete freedom of pain 
during the operation; (3) produces complete 
relaxation for the time necessary to complete 
the operation; (4) is easily administered, 
without causing undue discomfort or pain; 
(5) produces no untoward side effects; (6) 
is applicable in the presence of all types of 
anorectal and constitutional diseases and dis- 
orders; (7) insures a complete and quick 
recovery, without complications. 

The choice of anesthesia in each case in 
the present series was governed by the pa- 
tient’s general condition and the disease pro- 
cess present. In only a few cases did the pa- 
tient refuse what was judged to be the anes- 
thesia of choice. In a larger number of cases, 
the patient had to be persuaded that our 
choice of anesthesia was best. For many rea- 

Read ‘before the Piedmont Proctologic Society, Henderson- 
ville, North Carolina, August 26, 1950. 


*The operations were performed at Rex Hospital, Raleigh, 
North Carolina, on private patients of the author. 
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Table 2 
Types of Anesthesia Used With Different 
Age Groups 


Age No. 


(Years) Patients 


Types of Anesthesia 





= = 
a - i = 
sS .- = Ss h 
= 3 = = ~ 
‘5. 4 ‘a ; = 
77) O o3) as <3) 
0-10 4 4 
11-20 2 1 1 
21-30 41 19 3 18 
51-40 69 2E 5 4 35° 
41-50 71 40 4 37 24} 
51-60 40 25 1 14 
61-70 19 13 1 5 
71-80 4 3 1 
Total 250 126 11 12 97 4 


*Supplemented with Pentothal in 2 cases. 

**Supplemented with cyclopropane and oxygen in 
2 cases. 

+Supplemented with Pentothal in 1 case. 
{Supplemented with spinal anesthesia in 1 case. 


sons, a large number of patients rebelled at 
the choice of spinal or caudal anesthesia, 
while a small group objected to Pentothal. 

The problem of anesthesia was presented 
to each patient on the night before his opera- 
tion. The choice of anesthetic in each partic- 
ular case was explained, and, if the patient 
showed any sign of rebellion, the disadvan- 
tages of other agents were pointed out, to- 
gether with each indication and contraindi- 
cation in his particular case. 

Preoperative Preparation 

The patient is admitted to the hospital on 
the day before the operation. A complete his- 
tory is obtained, and the necessary physical 
examination and laboratory studies are made. 

The patient is allowed his choice of food 
for his evening meal. That night and early 
the next morning he is given tap water ene- 
mas. Two hours prior to surgery he is given 
Seconal, 0.1 Gm. (1.5 grains). One hour 
later the dose is repeated and atropine, 0.45 
mg. (1/150 grain) is administered. The pre- 
anesthetic doses are adjusted for children 
and older patients. 


Spinal Anesthesia (Intraspinal Block) 
Advantages 


It is doubtful that any other method of 
anesthesia equals the degree of relaxation 
afforded by spinal anesthesia. Administra- 
tion is easy, even for those with limited ex- 
perience. The small doses necessary for saddle 
block produce few, if any, toxic or untoward 
reactions, and recovery is quick and without 
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incident. With the practice of early ambula- 
tion, any well controlled intraspinal anes- 
thesia usually wears off quickly, allowing the 
patient to walk within a matter of minutes or 
an hour after returning from the operating 
room, when required. 


Disadvantages 


The two most common complications re- 
sulting from the use of spinal anesthesia as 
a low saddle block are postspinal headache 
and spasm of the urinary sphincters. The 
factors usually responsible for the disadvan- 
tages and untoward side effects of this 
method may be minimized in perineal opera- 
tions”. According to Wiggin®’, there is no 
contraindication to spinal anesthesia for op- 
erations in which 50 mg. of Novocain and 5 
mg. of Pontocaine, or less, are necessary. The 
few contraindications to this type of anes- 
thesia that I have encountered were patients’ 
unwillingness to have it, or the presence of 
extreme obesity, or pre-existing complaints 
or abnormalities at the sites of the puncture. 

The complications arising at the time of 
operation are few, since small doses of the 
agent are used, and the anesthetic level is 
low. Circulatory and respiratory changes and 


insufficiency are seen but rarely. Only oc- 


casionally does the anesthesia wear off be- 
fore the operation is completed. None of 
these complications were seen in the present 
series. . 
Postoperative complications following the 
use of spinal anesthesia are, in the main, 
neurologic. Eversole points out that this type 
of anesthesia may be a precipitating factor 
in the exacerbation of certain pre-existing 
neurologic conditions, such as pernicious 
anemia with combined sclerosis, multiple 
sclerosis, and tabes dorsalis®’. Other neuro- 
logic complications include the cauda equina 
syndrome, headache, septic and aseptic men- 
ingitis, arachnoiditis, and cranial nerve 
palsies. 

Only two complications were encountered 
in the present series. Postspinal headache oc- 
curred in 6 out of 126 cases, an incidence of 
about 5 per cent. Spasm of the urinary 
sphincters requiring catheterization devel- 
oped in 4 of the patients, an incidence of 3 
per cent. In only one case was it necessary to 
catheterize the patient more than once, and 
one week later this patient underwent an 
operation for ureteral colic, with the removal 
of ureteral calculi. The patients demonstrat- 








NORTH CAROLINA MEDICAL JOURNAL May, 1951 


ing postspinal headache were treated by bed 
rest and mild analgesics. 

In this series the results obtained from us- 
ing adrenal cortical extract, thiamin chloride, 
pituitrin, niacinamide, and other drugs rec- 
ommended for the treatment of this distress- 
ing complaint were not impressive. 

Rice and Dabbs have recently reported a 
series of 22 patients treated for postspinal 
headache by peridural injections of saline 
solution, with promising results’. With one 
exception, these patients obtained dramatic 
relief within three to five minutes. Ten pa- 
tients had no return of symptoms, and the 
remainder had only slight return. I have not 
had the opportunity to try this method on any 
of our patients with postspinal headaches, 
but one patient on the general service of our 
hospital was treated and cured dramatically 
by this method. 


The solution may be given in a single 
injection, through an ordinary spinal needle, 
at the site of a previous lumbar puncture, 
or through peridural or indwelling continu- 
ous caudal catheters. For single injections, 
the recommended dosage is 20 to 30 ce. in this 
lumbar puncture site, and 45 to 50 cc. in the 
caudal canal. I recommend saline solution, 
prepared in ampules by commercial manufac- 
turers, in preference to the saline prepara- 
tions made by the hospitals. 


Technique 


For the past two years I have employed the 
following technique routinely in the adminis- 
tration of spinal anesthesia. The patient is 
placed in a sitting position, bending slightly 
forward, with the forearms crossed, the el- 
bows placed on the mid thighs, and the chin 
resting on the chest. He is then told to hunch 
his back out like a cat. The back is prepared 
with some suitable antiseptic solution, and a 
skin wheal is raised by a 2 per cent solution 
of Novocain, containing 25 mg. of ephedrine, 
where the lumbar puncture is to be made in 
the third or fourth interspace, using a 22 
gauge, 3-inch spinal needle. Two cc. of spinal 
fluid are withdrawn and mixed with 25 mg. 
of Novocain crystals or 3 mg. of Pontocaine 
in 0.6 cc. of a 10 per cent solution of dextrose. 
This solution is injected steadily in five to 
ten seconds, using barbotage once, and the 
needle is immediately withdrawn. The pa- 
tient is instructed to sit for five minutes 
while the anesthetic solution becomes fixed. 
He is then placed in the right Sim’s position 
and the operation is performed. 
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I have found that this dosage is effective— 
regardless of the size, weight, and age of the 
patient—from one to one and a half hours. 
In 83 cases of complicated fistula, the ephed- 
rine was omitted from the skin wheal injec- 
tion, but was injected subdurally with the 
anesthetic agent. It is believed that ephed- 
rine prolongs the usual dose of spinal anes- 
thesia. 

Results 

I have been pleased with the level of anes- 
thesia attained by this technique. The ma- 
jority of patients have had complete sensory 
loss and relaxation of the saddle area alone. 
Following the operation they were able to 
slide on the waiting stretcher without help, 
' demonstrating no motor loss of the legs. Al- 
though a few patients showed partial motor 
loss and hypalgesia of the right leg, none had 
complete surgical anesthesia of both legs. 
Hemianesthesia of the saddle area occurred 
in 4 cases. In 3 of these cases, small supple- 
mentary doses of Pentothal were given, and 
in one case local infiltration of 1.5 per cent 
procaine was used. 


Conduction Anesthesia: 
Caudal and Lumbar Epidural Blocks 

As more anesthetists are trained in these 
relatively difficult procedures, caudal and 
lumbar epidural blocks are becoming increas- 
ingly popular. The advantages are similar to 
those of low spinal anesthesia, while post- 
spinal headache is avoided. Changes in blood 
pressure and pulse are extremely rare. The 
general public, moreover, is less opposed to 
caudal anesthesia than to spinal anesthesia. 
The method is contraindicated in cases of 
extreme obesity or abnormalities at the site 
of the puncture. : 

The disadvantages encountered in this 
small group of 11 caudal and 12 epidural 
blocks may not be conclusive. In 6 of the 11 
cases of caudal block, there were complaints 
of severe low back pain, lasting on an aver- 
age of four days. The hospital saline used 
for these blocks has been suspected of caus- 
ing this complication, which is certainly not 
a common one.* 

One distinct disadvantage of these anes- 
thetics has been the length of time required 
for induction. In large hospitals with resi- 
dent training programs in anesthesia, these 
blocks may be administered in other rooms 

*Since switching to a commercially prepared saline, the 


anesthetist at our hospital reports that there has been no 
recurrence of this complaint. — 
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while the surgeon is finishing the previous 
case, but in hospitals where the surgeon or 
only one anesthetist is available for each case, 
there is a delay of at least 30 minutes be- 
tween operations. We have found that both 
caudal and epidural blocks become effective 
within an average of 15 minutes after the 
administration. 

Bacon states that when caudal analgesia 
is not supplemented by transsacral block, 
there is a failure in a small percentage of 
cases’, Three patients in this series were 
given caudal and transsacral blocks; the re- 
maining 8 patients received caudal block 
alone. One patient in the latter group had in- 
adequate anesthesia, and was given a spinal 
anesthetic. Of the 12 patients having epi- 
dural blocks, 3 were not adequately anesthe- 
tized, and had to be given supplementary 
doses of Pentothal. Further experience 
should enable us to determine the advis- 
ability of using epidural anesthesia alone, or 
in combination with some other form of 
anesthesia. 


Technique and advantages of 
epidural block (lumbar) 


Because this is a relatively new method of 
administering epidural anesthesia, the pro- 
cedure will be described briefly. The tech- 
nique is similar to that used for spinal anes- 
thesia except that an 18 gauge needle is 
passed into the interspace between the fourth 
and fifth lumbar vertebrae, and, on pene- 
trating the thick intraspinous ligament, the 
stylet is withdrawn. Since the dura is not 
punctured, there should be no flow of spinal 
fluid. An empty 10 cc. syringe is then at- 
tached to the needle, and the plunger is pulled 
back gently in order to make sure that an 
intradural puncture has not been made. 
When it is certain that the tip of the needle 
is in the epidural space, 30 cc. of a 1.5 per 
cent solution of Metycaine is slowly injected, 
with gentle aspirations of the plunger after 
the injection of each 2 or 3 cc. 

The advantage of this type of epidural 
block over caudal block is that it is a much 
simpler procedure, consumes less time, and 
requires less experience. Whether the per- 
centage of cases with complete anesthesia 
equals that obtained with caudal block re- 
mains to be seen. As with caudal block, the 
early signs of a successful lumbar epidural 
block are transient pain or shooting sensa- 
tions in the thighs, and flushing and warm- 
ing of the skin of the toes and feet. 
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Pentothal Anesthesia 


Pentothal, administered intravenously, has 
proved to be an excellent anesthesia in care- 
fully selected cases of anorectal surgery. For 
minor rectal operations requiring less than 
15 minutes, in patients having no contraindi- 
cations to this drug, I consider it to de the 
anesthetic of choice. In operations requiring 
from one half-hour to an hour, I have used 
it in conjunction with nitrous oxide and oxy- 
gen, with generally satisfactory results. 


Advantages 

The outstanding advantages of this anes- 
thesia are ease of administration and control, 
rapidity of induction, and the low incidence 
of postoperative complications. Patients who 
have had Pentothal before are usually eager 
to have it again, and it is difficult at times 
to persuade them that another anesthetic 
would be better. 

After a short period of anesthesia, recov- 
ery takes place within 15 to 20 minutes. After 
a long period, recovery may require many 
hours, with depression lasting long enough 
to increase the hazard of atelectasis’. This 
is probably the most serious disadvantage in 
the use of this anesthesia. Pentothal does not 
give complete relaxation, except in doses 
large enough to depress the respiratory cen- 
ter; therefore, when complete relaxation is 
necessary, it is wiser to use another anes- 
thetic, or to supplement Pentothal with in- 
halation mixtures or curare. 

Disadvantages 

Pentothal Sodium is a respiratory depres- 
sant and, therefore, is contraindicated in the 
presence of respiratory embarrassment, as 
in cardiac decompensation, asthma, bronchi- 
ectasis, and pulmonary tuberculosis. Children 
under 12 years of age do not tolerate intra- 
venous Pentothal well because of their sus- 
ceptibility to respiratory depression”. Veni- 
puncture is often frightening to these chil- 
dren, and difficult because of their small 
veins. Since Pentothal is excreted by the kid- 
neys, it should be used with caution in pa- 
tients with kidney disease and failure. Unless 
large depressing doses are given, however, 
it is not contraindicated for these usually 
aged and toxemic patients. 

In this series of 97 cases, only one compli- 
cation arose at the time of operation. Three 
patients could not be anesthetized suffici- 
ently for the operation. Two patients were 
given supplementary cyclopropane and oxy- 
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gen, and one patient was given spinal anes- 
thesia after a quick recovery from the ad- 
ministration of 2 Gm. of Pentothal. All 3 pa- 
tients had refused our choice of spinal anes- 
thesia. Two of these were known to be heavy 
consumers of alcoholic beverages, indicating 
an unusual tolerance for Pentothal. Fortu- 
nately, laryngospasm did not occur in this 
series. 

Three postoperative complications may 
follow the intravenous administration of 
Sodium Pentothal — prolonged anesthesia, 
thrombophlebitis of the injected vein, and 
perivenous cellulitis. In patients given Pento- 
thal with supplementary nitrous oxide and 
oxygen for operations averaging 30 minutes 
to an hour, a conscious reaction may be ex- 
pected within an hour after the drug is dis- 
continued. Three patients had what I con- 
sidered to be prolonged narcosis. One patient 
did not react for six hours, and remained in 
a semistuporous state for 22 hours. The other 
2 patients, having shown conscious reaction 
within two hours, remained semistuporous 
for six and seven hours respectively. 

In this series, the practice was to admin- 
ister Dexedrine, in doses of 5 to 10 mg., about 
four hours after Pentothal anesthesia to 
those patients who were unable to get out of 
bed and walk. The pick-up resulting from 
the use of this drug has been generally satis- 
factory. However, these 3 cases did not re- 
spond appreciably, even with the use of 
Metrazol, caffeine, and picrotoxin, and the 
most resistant patient was given intranasal 
oxygen for six hours. 

It is interesting to note that all 3 patients 
were given less than 2 Gm. of Pentothal with- 
in one hour. So far as could be determined, 
there were no contraindications to the use of 
this drug in these cases, and yet this com- 
plication resulted. As mentioned previously, 
one patient in the series could not be anes- 
thetized sufficiently with 2 Gm. of Pentothal 
and recovered quickly enough to cooperate 
when spinal anesthesia was administered. 
These facts bring out clearly the importance 
of the individual patient’s tolerance to Pento- 
thal, and the impossibility of measuring that 
tolerance preoperatively. Unlike spinal anes- 
thesia, the dosage of intravenous Pentothal 
varies with the tolerance of individual pa- 
tients. 

Infiltration of Pentothal into the surround- 
ing tissues of the injected vein is a painful 
complication of this anesthesia. In sufficient 
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quantities, it has produced induration, with 
abscess and sloughing. One patient in the 
present series complained of a swollen, in- 
durated arm for twenty-one days. The com- 
plaint was noticeable on recovery from the 
anesthesia, and 10 cc. of a 1 per cent solution 
of procaine was injected into the affected 
tissues, affording some relief. An arm sling 
and local applications of heat were advised. 


Technique 

Surgical anesthesia is most safely achieved 
by using a 2.5 per cent solution of Pentothal. 
One gram is mixed with 40 cc. of distilled 
water. The patient is placed in the right Sim’s 
position, and a convenient vein selected, 
either on the dorsum of the right hand, 
radial surface of the wrist joint, forearm, or 
antecubital fossa. The solution is injected 
slowly, usually at the rate of about 1 cc. per 
five seconds, and the patient is encouraged 
to count or talk. After the injection of 4 or 
5 ec., the average patient stops talking, his 
respirations become shallow, and the corneal 
reflexes are obliterated. From this stage on, 
the dosage varies with the individual. Apnea 
is an early danger sign, and when it occurs 
-——as it often does after the injection of the 
first cubic centimeters—further injections 
should not be made until the patient resumes 
breathing. 

An adequate airway is essential in the 
administration of this anesthesia, and the 
means of giving intratracheal oxygen and 
respiratory stimulants should be on hand at 
all times. The use of nitrous oxide-oxygen, 
50 per cent, enables the patient to maintain 
a high oxygen intake, and the total dosage of 
Pentothal is decreased. 


Inhalation Anesthesia 


While a great many surgeons prefer gen- 
eral anesthesia to regional methods for op- 
erations on the anus and rectum, we have 
limited our use of inhalants to small children, 
or to supplement the methods previously de- 
scribed. There can be no question as to the 
limited amount of relaxation of the anus ob- 
tained with deep general anesthesia, as com- 
pared with that obtained with intradural and 
extradural blocks. 

As stated previously, nitrous oxide-oxygen, 
as a supplement to Pentothal, is of distinct 
value and, in my opinion, a safeguard against 
prolonged narcosis. 

Four patients in this series, all children 
under 10 years old, were anesthetized with 
open-irop ether. This is probably the safest 
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method for children. Though we have not 
had any experience with intrarectal Sodium 
Pentothal supplemented with nitrous oxide, 
we can foresee its use in short, simple surgi- 
cal procedures that do not require relaxation. 


Summary and Conclusion 

The various types of anesthesias used in 
a rather limited series of cases of anorectal 
operations have been discussed from the 
standpoint of advantages, disadvantages, 
contraindications, and complications arising 
both at the time of operation and postopera- 
tively. Regional methods of anesthesia have, 
in this series, been preferable in spite of a 
few postoperative complications. 

It is my opinion that intradural and extra- 
dural blocks are safer, and are indicated more 
often in all patients, regardless of individual 
risk, the only exception being in small chil- 
dren where open-drop ether is preferred. 
The choice between lumbar or caudal epi- 
dural blocks and low saddle block spinal must 
await further experience. 


References 


. Adams, R. C.: Anesthesia for Operations on the Perineum. 
S. Clin. North America 25:858-867 (Aug.) 1945. 

2. Wiggin, S. C.: Anesthesia, in Mason, R. L.. and Zintel, 
H. H.. ed.: Preoperative and 
ed. 2, Philadelphia and London, W. B. Saunders Co., 
chap. 8, p. 86. 

3. Eversole, U. H.: Complications of Spinal Anesthesia, S 
Clin. North America 30:693-703 (June) 1950. 

. Rice, G. G.. and Dabbs, C. H.: The Use of Peridural and 
Subarachnoid Injections of Saline Solution in the Treat 
ment of Postspinal Headache, Anesthesiology  11:17-23 
(Jan.) 1950. 

5. Bacon, H. E.: 
adelphia, J. B. 


Postoperative Treatment, 
1946. 


Anus, Rectum, Sigmoid Colon, ed. 3, Phil 

Lippincott Co., 1949, vol. 2. p. 971. 

ji. Knigeht. R. T. Anesthesia, in Christopher, F.. ed.: A text 
hook of Surgery, ed. 4, Philadelphia and London, W. B 

1945, chap. 40, p. 1445. 
Pentothal Sodium in 

79:140-143 (Jan.) 1950. 


Saunders Co., 
. Crigler, R. E.: 
Am. J. Surg. 


Anorectal Surgery 





In industry the application of exhaustive health 
inventories should start at the top. The individual 
value of key personnel justifies the relatively high 
cost of a properly conducted, constructive medical 
program. Furthermore, key personnel are almost 
invariably senescent. Wisdom and judgment are con- 
ditioned by experience, and experience depends upon 
time for its acquisition. The greater the specializa- 
tion, the greater the difficulty in finding replace- 
ments. The greater the responsibility, the heavier 
the wear and tear and therefore the greater the 
jeopardy to these essential citizens —Edward J. 
Stieglitz: A Future for Preventive Medicine, New 
York, The Commonwealth Fund, 1945, p. 59. 





Even though control measures are only one fac- 
tor in the eradication of tuberculosis, they may very 
well be the decisive factor. Anything which will 
reduce the size of the reservoir of the tubercle 
bacillus in human beings will lessen the number 
of new cases of tuberculosis. Every case of the 
disease, actually or potentially infectious, which is 
discovered and brought under control is a step in 
reducing the size of this reservoir. A. C. Christie, 
M.D., Pub. Health Reports, June 2, 1950. 
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PAUL DE KRUIF BOOSTS 
THE DOCTORS 


One of the best tributes that have ever been 
paid the medical profession is an article by 
Paul de Kruif, in the Reader’s Digest for 
May, entitled “Your Doctor for a Friend.” 
Over the title on the first page of the article 
are the words: “A doctor’s responsibility 
does not end with healing the sick, but you 
must help him if you want—Your Doctor for 
a Friend.” 

This journal has often disagreed with Dr. 
de Kruif in the past—but it is now happy 
to call attention to the sympathetic manner 
in which he tells the great reading public of 
the Digest that the great majority of doctors 
really are friends of their patients. He quotes 
as evidence the first sentence of the Prin- 
ciples of Ethics of the American Medical As- 
sociation: “The prime object of the medical 
profession is to render service to humanity ; 
reward or financial gain is a subordinate 
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consideration.” As additional proof he cites 
the establishment of grievance committees 
and of emergency service systems for the 
protection of the public. 

Dr. de Kruif’s tremendous influence with 
the public gives great importance to the 
following statement: “It takes two to make 
friends; how can we help our doctors? We 
should select a family doctor and get ac- 
quainted with him before illness strikes; we 
shouldn’t tax him with unnecessary calls; 
we should follow his directions exactly. We 
should tell him our financial condition as well 
as our symptoms. To help our doctors with 
their new grievance boards, we can remem- 
ber these simple tests of any doctor’s friend- 
ship.” 

Then he tells the reader that a doctor is 
not his friend if he demands assurance of 
payment before rendering professional serv- 
ices; if he refuses to go to see a really sick 
patient; if he charges more than the patient 
can pay; if he operates unnecessarily; if he 
attempts operations beyond his ability, and 
if he does not keep abreast of medical ad- 
vance. “If your doctor does not show you how 
you can insure yourself against the shock of 
illness, through voluntary prepayment plans, 
he is not your friend.” 

Dr. George Lull is quoted as saying: “We 
are determined to see that any practices un- 
worthy of the medical profession are discon- 
tinued; it is further our purpose to provide 
the people of the nation with the best possible 
care.” 

In closing Dr. de Kruif answers the ques- 
tion: “How can we help our doctors keep 
this pledge?” 

“By seeing to it that they are respected as 
individuals. If our doctors were to be turned 
into bureaucrats and hamstrung with gov- 
ernment red tape, they couldn’t hold our con- 
fidences inviolate, they couldn’t fight as 
they’re now doing to raise their technical 
skill, they couldn’t treat us as human person- 
alities, as friends—but only as numbers in 
their files. 

“Tf your doctor is not his own man, he 
cannot be your friend.” 

It is certain that the NORTH CAROLINA 
MEDICAL JOURNAL speaks for the doctors of 
North Carolina in thanking Dr. Paul de 
Kruif for being such a friend to the doctors 
of this state and of this country. 
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“TROUBLE IN OUR HOSPITALS?” 


No doubt many doctors have been asked 
about the article, “Trouble in Our Hospitals,” 
in the May number of the Woman’s Home 
Companion. The article was written by 
Albert Deutsch, who was formerly on the 
staff of the left wing publication, PM. Ap- 
parently Mr. Deutsch has a long standing 
grudge against the medical profession, for 
he has repeatedly sought to smear it in the 
past. In this article he outdoes himself in his 
efforts to low-rate the doctors, especially the 
American Medical Association. It is to be 
hoped that all doctors who read or heard of 
the article will read George Lull’s Secretary’s 
Letter for April 30 and learn from it that 
duplicate telegrams of protest signed by 
George Lull, secretary of the A.M.A., and 
George Bugbee, secretary of the American 
Hospital Association, were sent to the editor 
of the Woman’s Home Companion and to the 
chairman of the board of the Crowell-Collier 
Publishing Company. The telegram said: 

“While it is true that there are some areas 
of disagreement between physicians and hos- 
pitals—just as there are in all human rela- 
tionships—the author of this article has mag- 
nified these differences out of all proportion 
to the truth. His statement that ‘The A.M.A. 
and the hospitals, which should be marching 
hand in hand toward better services for the 
sick, are locked in combat,’ is nothing short 
of sensationalism. 

“The doctors and hospitals have always co- 
operated in efforts to deliver the best possible 
medical care and will continue to do so. Any 
differences are being ironed out and peace- 
ably around the conference table.’ 

It is to be hoped that the editor of the 
Woman’s Home Companion will have enough 
sense of fair play to print this telegram. 


sk fe 
ok 3k 


THE NORTH CAROLINA MEDICAL 
JOURNAL ABROAD 


The author of a recent paper published in 
the NORTH CAROLINA MEDICAL JOURNAL has 
had at least a dozen requests for reprints 
from outside the United States. The countries 
represented included England, Germany, 
Italy, Czechoslovakia, Turkey, and South 


America. It is gratifying to know that our 


state journal is read abroad as well as at 
home. 


EDITORIALS 199 





THE NATION’S HEALTH RECORD 

An advance release from the FEDERAL, 
SECURITY AGENCY Public Health Service 
(sic) stated that “the 1949 death rate fol- 
lowed the same declining trend which has 
been shown for the past 10 to 20 years. In 
1949, the death rate declined from 9.9 per 
1,000 population in 1948, to 9.7 per 1,000. Al- 
though 3.7 million babies were born in the 
United States in 1949—fewer infants died in 
the first year of life. Maternal deaths also 
declined. In 1949, the infant mortality rate 
was 31 for every 1,000 live births, and the 
maternal mortality rate was 9 per 10,000 
live births.” 

In 1940 the national death rate was 10.5 
per 1,000, the maternal mortality was 3.8, 
and the infant death rate was 47 per 1,000 
live births. How much better does Mr. Osear 
Ewing think he could have done had he been 
our Minister of Health during this past 
decade? 


DR. MARY MARTIN SLOOP— 
AMERICAN MOTHER OF YEAR 


Those who know of the remarkable career 
of Dr. Mary Martin Sloop of Crossnore were 
not surprised to learn that she had been 
selected by the American Mothers Committee 
of the Golden Rule Foundation as the Ameri- 
can Mother of the Year. North Carolina doc- 
tors can feel particularly proud of Dr. Sloop. 
She and her husband are both physicians 
Their only daughter, Dr. Emma Sloop Fink, 
is practicing at Crossnore, and their only son, 
Dr. William Martin Sloop, is in charge of a 
dental clinic for the county. 

Within the past forty years Dr. Mary M. 
Sloop has been in many ways better than a 
mother to more than 3,000 underprivileged 
mountain children through her work in the 
Crossnore School. Beginning with a one-room 
cabin in 1911, she now has a settlement with 
school and hospital facilities adequate to care 
for more than 900 children through high 
school age. The American Mothers Commit- 
tee for North Carolina was justified in writ- 
ing the national committee: “She is consid- 
ered by thousands of friends as the first 
citizen of North Carolina.” 
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Committee on Rural Health and Education 


The fourth Annual Rural Health Confer- 
ence, sponsored jointly by the Rural Health 
Committee of the Medical Society of the State 
of North Carolina and the North Carolina 
Health Council, will be held June 7 and 8 at 
the Sir Walter Hotel in Raleigh. A program 
is being planned which will be of genuine 
interest to all concerned with health in the 
state, both professional and lay people. 

Dr. F. S. Crockett, chairman of the Rural 
Health Committee of the American Medical 
Association, will be one of the featured speak- 
ers. Another significant feature will be a 
panel entitled “A Report to the State,” by 
representatives of state agencies and insti- 
tutions with health programs. The University 
of North Carolina, the Medical Care Com- 
mission, mental and tuberculosis hospitals, 
the state departments of health, welfare and 
education and the Blind Commission will re- 
port on the current status of their programs 
and building’ projects and their more urgent 
needs, with particular reference to the effect 
of appropriations and legislation by the re- 
cent session of the General Assembly. 

There will be an exhibit of all kinds of edu- 
cational materials, including movie films, and 
the film librarian of the State Board of 
Health will be on hand to give showings of 
films in which there is special interest, and 
to advise with reference to available films for 
different purposes and groups. 

It is hoped that a large number of mem- 
bers of the State Medical Society will attend 
the Conference, and that physicians will co- 
operate in stimulating attendance by health- 
interested lay people from their communities. 
There will be no registration fee this year. 





ACTH, Cortisone Combats 
New Pulmonary Disease 


Successful application of the new drugs, ACTH 
and cortisone, in retarding the deadly effects of a 
new pulmonary chest disease, chronic berylliosis, 
was described recently before the American Asso- 
ciation of Industrial Physicians and Surgeons by 
Dr. H. E. Tebrock of Sylvania Electric Products, 
Inc. Dr. Tebrock cautioned, however, that ill effects 
might result from the continued use of the drugs. 
He said that the possibility of adrenal and pitui- 
tary atrophy must be considered. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Postgraduate Course June 18-21 
Monday, June 18 


.M.—Registration 

.M.—-A Discussion of Primary Tuberculosis. 
E. E. Menefee, Department of Bac- 
teriology and Medicine. 

10:00 A.M.—Common Pulmonary Lesions (an x-ray 
demonstration). Robert J. Reeves, De- 
partment of Roentgenology. 

11:00, A.M.—Recent Advances in Thoracic Surgery. 
Will C. Sealy, Department of Surgery. 

12:00 Noon—Lunch. 

2:00 P.M.—Ward rounds or visits to clinics. 

7:30 P.M.—Round table discussion. Subject: Con- 
gestive Failure. Eugene A. Stead, mod- 
erator, Department of Medicine. James 
P. Hendrix, Department of Medicine. 
Edward S. Orgain, Department of 
Medicine. Will C. Sealy, Department 
of Surgery. 


Tuesday, June 19 

9:00 A.M.—A Discussion of Urinary Tract Infec- 
tions. Edwin P. Alyea, Department of 
Urology. 

10:00 A.M.—A Discussion of Glomerulo Nephritis. 
Jerome P. Harris, Department of Pe- 
diatrics. 

11:00 A.M.—On the Diagnosis and Treatment of 
Diarrhea. Julian M. Ruffin, Depart- 
ment of Medicine. 

12:00 Noon—Lunch. 

2:00 P.M.—Ward rounds or visits to the clinics. 

7:30 P.M.—Round table discussion. Subject: Pain. 
John B. Pfeiffer, moderator, Depart- 
ment of Neurology. Barnes Woodhall, 
Department of Neuro-Surgery. James 
P. Hendrix, Department of Medicine. 
Maurice Greenhill, Department of Psy- 
chiatry. 


Wednesday, June 20 

9:00 A.M.—Chemotherapy in the Treatment of 
Certain Diseases of the Blood. Oscar 
C. Hansen-Pruss, Department of Med- 
icine. 

10:00 A.M.—Self Limited Psychiatric Entities. 
George A. Silver, Department of Psy- 
chiatry. 

11:00 A.M.—Staff Conference (presentation of pa- 
tients with informal discussion by 
members of the faculty). 

12:00 Noon—Lunch. 

2:00 P.M.—Ward rounds or visits to clinics. 

6:30 P.M.—Barbecue. Turnages, guests of Duke 
University. 

Thursday, June 21 

9:00 A.M.—Isotopes and Their Relation to Clinical 
Problems. A Discussion led by Jerome 
S. Harris, with George Baylin, Wil- 
liam M. Nicholson and William Shin- 


gleton. 
10:45 A.M.—A Brief Discussion of C6. Edward S. 
Orgain, Department of Medicine. 
11:00 A.M.—Neurological Conference. (Presentation 
of patients with discussion by mem- 
bers of the Departments of Neurology, 
Neuro-Surgery and Psychiatry. 
12:00 Noon—Lunch. 
2:00 P.M.—Ward rounds or visits to clinics. 
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Dr. Norman F. Conant, professor of mycology, 
Duke University School of Medicine, is in Europe 
for two months, speaking on mycology, the science 
of fungi, at the invitation of Dr. Arvid Lindau, 
professor of bacteriology, at the Bakteriologiska 
Institutionen, Lund, Sweden. At Lund he will con- 
duct, by special invitation, the doctoral examina- 
tion for Ake Norden, a Swedish Rockefeller Fellow 
who has just completed 18 months’ training at Duke 
toward his M.D. degree. 

A leading specialist in his field, Dr. Conant is 
director and founder of the Duke Fungus Registry, 
one of the world centers of diagnosis and study of 
fungus disease. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Marjorie Swanson, assistant professor of bio- 
chemistry, has received a grant of $3,200 from the 
American Cancer Society for study of the metab- 
olism of washed tissue particles as part of a general 
attempt to find how cells use energy to grow. 

* * co 


Ten students were inducted into the Beta chapter 
of Alpha Omega Alpha, national honor society, in 
exercises held on April 10. Dr. Louis N. Katz, direc- 
tor of the cardiovascular department of the Medi- 
cal Research Institute, Michael Reese Hospital, 
Chicago, Illinois, was speaker. The new members 
are: Walter Richard Burack of Brookline, Massa- 
chusetts, William Eugene Cornatzer of Farmington, 
Marcus M. Gulley of Alexandria, Virginia, Thomas 
Lee Gwynn of Yanceyville, Robert Ross Huntley 
of Wadesboro, Howard Allan Jemison, Jr., of Win- 


ston-Salem, and Randolph Dennis Mills of Hender- 
son of the senior class; and Clarence Leroy Gantt 
of Asheville, Richard Arnold Groat and John Thom- 
as Joyner III of Winston-Salem. 

* OK * 


Approximately 200 doctors attended the two-day 
meeting of the Wake Forest College Medical Alumni 
Association held at Bowman Gray School on April 
6 and 7. Jim Weaver, Wake Forest athletic director, 
was banquet speaker. Dr. H. M. Vann of the Bow- 
man Gray faculty, secretary and treasurer, reported 
that the alumni had contributed $2,500 during the 
past year to the Thurman D. Kitchin Medical Alum- 
nr Library Fund, named in honor of the former 
president of the college. Dr. D. R. Perry of Durham 
heads the alumni group. 

* * * 


Dr. Lucille Hutaff, director of the clinical labor- 
atory and hematology, has been named head of the 
Medical Advisory committee for the blood program 
of the Winston-Salem chapter of the American Red 
Cross. 

x * ok 

Dr. Ernest H. Yount, Jr., instructor in internal 
medicine, has recently passed the examinations of 
the American Board of Internal Medicine and is 
now a certified specialist in that field. 

* * * 


Dr. Clarence McMurray, Dr. David Cayer, and 
Dr. W. E. Cornatzer, of the departments of internal 
medicine and biochemistry, are authors of an article 
which appeared recently in Gastroenterology. The 
subject was “Chronic Adhesive Pericarditis Due to 
the Rheumatic State, Associated with Liver Dam- 
age, Serious Effusions, and Pigmentation” (Bene- 
ficial Effect of Pericardectomy on the Phosphol- 
ipide Turnover and Other Liver Functions After 
Failure of Medical Management.) 
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Dr. George T. Harrell, Jr., professor of internal 
medicine, spoke at the Dallas and McKinney Vet- 
erans’ Hospital in Dallas, Texas, on March 20. 
His subject was “Mode of Action of Chemothera- 
peutic Agents.” On the same trip he addressed 
the Dallas Internists’ Club at a luncheon meeting 
on “Macrocytic Anemias” and spoke at the South- 
western Medical College on “Sarcoidosis.” 

At the meeting of the Commission on Chronic 
Illness in Chicago, Illinois, last month, Dr. Harrell 
spoke on “Preventive Measures in Private Prac- 
tice.” 

* * «* 

Dr. Felda Hightower spoke on “Treatment of 
Burns,” and Dr. R. Winston Roberts discussed 
“Common Diseases of the Eye,” at the meeting of 
the Fifth District Medical Society at McCain on 
March 29. Both are assistant professors in the de- 
partment of surgery. 

x * * 


Dr. Wingate M. Johnson, professor of clinical 
medicine, is the author of an article on “Some Un- 
usual Manifestations of Pancreatitis” which ap- 
peared in the April issue of the Southern Medical 


Journal. Dr. Manson Meads, assistant professor of 


internal medicine, wrote on “Enhancement of Serum 
Penicillin Levels in Man by Benemid” in the same 
issue. Dr. Victor H. Knight and Dr. H. LeRoy Iz- 
lar, Jr., both of the department of internal medi- 
cine, collaborated. 

Dr. Jerry K. Aikawa, research Fellow of the 
American Heart Association, had an article on the 
“Effect of Intravenous Digitoxin on Fluid Distri- 
bution in Hospitalized Males with Cardiovascular 
Disease” in the February issue of the Proceedings 
of the Society for Experimental Biology and Med- 
icine, 





NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF PUBLIC HEALTH 


Dr. E. G. McGavran, Dean of the School of Pub- 
lic Health, has been elected Vice President of the 
Association of Schools of Public Health. 

~ * * 


Dr. John J. Wright, Professor of Public Health 
Administration, was elected Vice President of the 
American Venereal Disease Association at the 
thirteenth annual session of that organization, 
which was held in Washington, D. C., April 24 
and 25. 

At the same session, several members of the 
faculty of the school presented papers. These were: 

Harold J. Magnuson and Frederick A. Thompson, 
Jr.—Acquired Homologous Strain Immunity Pro- 
duced by Repeated Cured Infections with Syphilis 
in the Rabbit. 

Charlotte P. McLeod with Richard C. Arnold 
(National Heart Institute)—A Study of Immunity 
in Experimental Syphilis with Challenge by Con- 
tact Exposure or by Inoculation; Relative Effec- 
tiveness of Penicillin Therapy in Early Sympto- 
matic and Latent Syphilis. 

John J. Wright, Cecil G. Sheps, Eugene E. Tay- 
lor, and Alice E. Gifford—A Retrograde Epidem- 
iological Study of Congenital Syphilis. 

Harold J. Magnuson, Frederick A. Thompson, 
Jr., and Charlotte McLeod—Relationship between 
Treponemal Immobilizing Antibodies and Acquired 
Immunity in Experimental Syphilis; Relative Re- 
dered into active military service by the Army since 
Inoculation of T. pallidena (Nochols Strain). 














202 





Dr. Cecil G. Sheps, associate professor of Public 
Health Administration, participated in the Na- 
tional Conference on Chronic Diseases, which was 
held March 12, 13 and 14, at Chicago, as a member 
of the Committee on Education of Physicians and 
Dentists. 

* * «* 

An Institute on the Health of Children of School 
Age was held at Chapel Hill on April 3 and 4. This 
was the seventh in a series of continuation educa- 
tion courses being developed by the School of Pub- 
lic Health. 

The Institute, designed for health officers, was 
planned to give them a better insight into health 
promotion in school age children and of their role 
in programs aimed at meeting the health needs of 
this age group. é 

The participants were welcomed by Dr. E. G. 
McGavran, Dean of the School of Public Health 
and Dr. Henry T. Clark, Jr., Director of the Divi- 
sion of Health Affairs of the University. 

Dr. Myron E. Wegman, associate professor of 
pediatrics of the Louisiana State University Med- 
ical College, was principal lecturer. Dr. Wegman 
has had experience in both rural and urban health 
work besides his teaching duties at Louisiana State 
University. , 





NORTH CAROLINA ACADEMY OF PREVENTIVE 
MEDICINE AND PUBLIC HEALTH 


The North Carolina Academy of Preventive Med- 
icine and Public Health was formally organized at 
a meeting held in Chapel Hill on March 15, At 
this meeting the following officers were elected: 
president, Dr. Edward G. McGavran; _president- 
elect, Dr. Malcom T. Foster; secretary-treasurer, 
Dr. R. E. Coker, Jr.; members at large of the ex- 
ecutive committee, Dr. Millard B. Bethel and Dr. 
J. W. R. Norton. 

Formal announcement of the organization was 
made in a letter to Dr. Roscoe D. McMillan, presi- 
dent of the Medical Society of the State of North 
Carolina. The purpose of the Academy is “to en- 
courage the study, improve the practice and ad- 
vance the cause of preventive medicine and public 
health.” Invitation to membership is extended to 
each Diplomate of the American Board of Pre- 
ventive Medicine and Public Health resident in 
North Carolina. 





NORTH CAROLINA ALCOHOLIC 
REHABILITATION PROGRAM 


The first edition of a bi-monthly journal on alco- 
hol and alcoholism was issued the first week in 
May by the North Carolina Alcoholic Rehabilita- 
tion Program, S. K. Proctor, executive director, 
announced recently. The pocket-size journal has 
been named Inventory, a title explained in the lead 
editorial of the first issue, and will feature a vari- 
ety of articles adapted for general and specialized 
readers alike. 

Progress and development in the North Carolina 
program will be featured with news from other 
programs over the nation, including special Yale 
University articles on the latest findings in alcohol 
end related problems. 

Edited by ARP educational director, Santford 
Martin, Jr., the magazine will open circulation to 
6,000 citizens in the medical, ministerial, and pub- 
lic service fields. It will also go to state Alcoholics 
Anonymous groups, high school and college li- 
braries, news and legislative officials. 

Editorial and circulation offices are in the ARP 
Raleigh office at 357 Revenue Building Annex. 
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Alcoholism — An Illness 

Thousands of North Carolinians have shown an 
interest in alcoholism as a social problem, but rela- 
tively few have accepted it as an illness and the 
alcoholic as a sick person. The failure has been 
one of inertia, of convenient blinders to what 
exists rather than what seems to exist. We have 
failed to realize that people don’t drink to excess 
habitually because they want to. We find it hard 
to separate personality sickness from moral decay, 
or inner need from traditional “weakness.” 

According to Lawrence Kolb, former Assistant 
Surgeon General in the United States Public Health 
Service, “Many of these people could be saved, if 
in the early stage of their chronic alcoholism, they 
were handled like sick people instead of being 
treated like criminals or left to shift for them- 
selves.” 

Until the general public recognizes alcoholism as 
an illness and the alcoholic as a sick person, we 
can safely presume the “bum” will continue to feel 
like “a bum,” act like one, and suffer like one. 

Until we exchange the inevitable jail for the 
hospital ward, we can hardly expect the problem 
drinker to care, to want, or to try. Desire to quit 
must exist, and perpetual public scorn never built 
such desire, 

When the alcoholic “bum” and our “Uncle 
Snorts” become accepted patients, a major North 
Carolina health problem will be on its rightful way 
toward the laboratory, the hospital, and the med- 
ical profession. 





EIGHTH DISTRICT MEDICAL SOCIETY 


The Eighth District Medical Society met in North 
Wilkesboro on Thursday, April 19, with Dr. C. A. 
Thompson presiding. The following scientific pro- 
gram was presented: “Iatrogenesis of Disease”— 
Dr. J. H. MeNeill, North Wilkesboro; “The Diag- 
nosis and Treatment _of Marital Sterility’—Dr. R. 
L. Wall, Jr.; “The Diagnosis and Treatment of 
Pancreatitis” — Dr. Wingate M. Johnson; and 
“Spontaneous Subarachnoid Hemorrhage”—Dr, Eb- 
en Alexander, of Winston-Salem. 

Following a business session in which new offi- 
cers were elected, Mr. James T. Barnes, executive 
secretary State Medical Society, spoke on the 
school health program, and Mr. Leroy H. Cox, 
public relations councilor, State Medical Society, 
spoke on pubiice relations. At the dinner session Dr. 
Roscoe D. McMillan, president of the State Med- 
ical Society, was guest speaker. He was introduced 
by Dr. Fred C, Hubbard, president-elect of the 
State Society. 





THIRD DISTRICT MEDICAL SOCIETY 


The Third District Medical Society held its spring 
meeting at the American Legion Building in Wal- 
lace, on Friday evening, April 6. Dr. John Fato- 
poulos of the Radiology Department, Camp Le- 
jeune, spoke on “Atomic Energy and Its Casual- 
ties.” Moving pictures were shown. 

Officers elected for the coming year are: Dr. 
Deane Hundley, Jr., of Wallace, president; Dr. W. 
A. Greene of Whiteville, vice president; Dr. S. E. 
Warshauer of Wilmington, secretary-treasurer. 





FORSYTH COUNTY MEDICAL SOCIETY 


The regular monthly dinner meeting of the For- 
syth County Medical Society was held in conjunc- 
tion with the annual meeting of the Winston-Salem 
and Forsyth County Heart Association on Thurs- 
day, April 12, at the Robert E, Lee Hotel, Win- 
ston-Salem. 
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NEWS NOTES 
Littleton has opened offices at 
626 Salisbury Road, Statesville, North Carolina. 
rues) practice will be limited to infants and chil- 
dren. 


Dr. Louisa C. 


The following physicians were registered at the 
fourteenth annual meeting of the New Orleans 
Graduate Medical Assembly, which was held in 
March: Dr. J. Irvin Biggs, Lumberton; Dr. A. A. 
Dorenbusch, Charlotte; Dr. Fred Walls, Shelby; 
Dr. S. S. Hutchinson, Bladenboro; Drs. B. E. Mor- 
gan and C. C. Swann, Asheville; Dr. Charles L. 
Newland, Brevard; Dr, William W. Noel, Hender- 
son; Dr. Ralph G. Templeton, Lenoir. 





SOUTH ATLANTIC ASSOCIATION OF 
OBSTETRICIANS AND GYNECOLOGISTS 
The Foundation Prize 

A prize of $100 will be awarded for the best 
manuscript of 5,000 words or less, submitted by 
“interns, residents, and graduate students in Ob- 
stetrics or Gynecology or both, persons with an 
M.D. degree or a scientific degree approved by the 
Prize Award Committee who are engaged in re- 
search in other fields of medicine whose principal 
objective is directly concerned with problems in 
Obstetrics or Gynecology or both; provided that 
no Fellow of this Association, Active, Emeritus, 
or Honorary shall be eligible.” The award will be 
made at the annual meeting of the association, at 
which time the prize-winning contribution will be 
read by the author as a part of the regular scien- 
tific program in conformity with the rules of the 
Association. 

Announcement of the Foundation Prize was made 
by John C. Burwell, Jr., M.D., secretary-treasurer 
of Association, 416 Jefferson Building, Greensboro, 
North Carolina. 





AMERICAN HEART ASSOCIATION 


Overcrowded classes in elementary schools and 
insistence on perfect attendance records are seen 
as hazards in guarding against rheumatic fever 
and rheumatic heart disease, which have been call- 
ed “childhood’s greatest enemy.” Alertness by the 
teacher to early danger signals of poor health and 
understanding guidance of child and parent are 
recommended in a new booklet, What the Classroom 
Feacher Should Know — and Do— About Children 
with Heart Disease, published by the American 


Heart Association and its affiliates. 









THE AMERICAN NATIONAL RED CROSS 


Former Air Force Surgeon General Named 
To Head Red Cross Biood Program 

Major General David Grant, USAF retired, noted 
Surgeon-General of the United States Air Force 
during World War II, has been appointed director 
of the National Blood Program of the American 
Red Cross effective May 1, it was announced 
recently. 

Dr. Grant also will assume the duties of National 
Medical Director of the Red Cross, succeeding Dr. 
G. Foard McGinnes, who has resigned effective 
July 15. 

Dr. Ross T. McIntire will continue to serve as 
chairman of the blood program Medical Policies 
and Procedures Committee, composed of prominent 
physicians, 

Dr. Russell L. Haden who has been 
medical director will become associate director 
will be responsible for medical phases of the 
gram. 


serving as 
and 
pro- 
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In his new post Dr. Grant will direct all phases 
of the Red Cross Blood Program and be respon- 
sible for the further extension of the program to 
meet increased military and civil defense needs. 
The program now is providing blood for military 
requirements both domestically and abroad, and for 
civilian needs, as well as stockpiling plasma for 
national defense. 





INTERNATIONAL ACADEMY OF PROCTOLOGY 


The third annual Convention of The Internationa! 
Academy of Proctology will be held at The May- 
flower, in Atlantic City, New Jersey, on June 7, 
8, 1951. 

The scientific session of the program will feature 
the more recent developments in proctology through 
papers presented by outstanding speakers. These 
sessions will be open to members of the medical 
profession without charge. 

The annual banquet of the take 


Academy will 


place on Thursday evening, June 7, 1951. 
Further information concerning the convention 


obtained by 
Cantor, In- 
1819 Broad- 


and a copy of the program may be 
writing to the secretary, Dr. Alfred J. 
ternational Academy of Proctology, 

way, New York 23, New York. 





AMERICAN BOARD OF CLINICAL CHEMISTRY 


The American Board of Clinical Chemistry, Inc., 
will hold its annual meeting in Chicago, May 25 
and 26. At that time consideration will be given 
to applications for certification that have been 
filed with the Board. It is expected that the Board 
will proceed rapidly in the review of these appli- 
cations. 

Those interested in obtaining applications for 
certification may do so by forwarding a covering 
fee of $1.00, together with their full name and 
address, to the secretary of the Board, Dr. Joseph 
W. E. Harrisson, 1921 Walnut Street, Philadelphia 
3, Pennsylvania. Further additional information 
may be had by consulting the Chemical and Engi- 
neering News, Volume 28, No. 51, December 18, 
1950, pages 44-46. 





AMERICAN PUBLIC HEALTH ASSOCIATION 
of the Amer- 
eighteenth an- 


The seventy-ninth annual meeting 
ican Public Health Association, the 


nual meeting of its Western Branch, and the annual 
meetings of thirty-eight relates organizations wi ill 
Francisco, 


be held simultaneously in San October 


29 to November 2. 


The American Trudeau Society, medical section 
of the National Tuberculosis Association, has ap- 
proved the administration of BCG vaccine to nurses, 
physicians and hospital attendants, who have nega- 
tive tuberculin tests, because these individuals are 
almost constantly exposed to tuberculous infection 
from known and unknown tuberculous patients. It 
also approves BCG for (1) the Indians, (2) inmates 
and attendants in institutions for mental patients, 
and (3) in slum areas in certain large cities where 
proper housing and living conditions have not as 
yet been achieved. For the same reason it is justi- 
fied as a temporary expedient in some trie 
where the tuberculosis death rate is high and facil- 
ities for isolation and treatment almost non-exist- 
ent. The approval of the Trudeau Society for the 
use of BCG under these conditions was given wit! 
the full knowledge that only slight protection would 
be achieved and in no sense as a substitute for an 
adequate program of case finding, isolation, and 
treatment.—The NTA Bu David T. Smith, M.D., 
March, 1951. 


count 






























CITIZENS COMMITTEE FOR THE 
HOOVER REPORT 


The formation of a nationwide committee of doc- 
tors to support the recommendations of the bi- 
partisan Hoover Commission in the field of health 
was announced recently by Dr. Robert L. Johnson, 
president of Temple University and national chair- 
man of the Citizens Committee for the Hoover 
Report. 

Dr. Robert Collier Page, general medical director 
of Standard Oil Company (New Jersey), was chosen 
at an organization meeting in New York recently 
as chairman. 

The National Doctors Committee will have two 
major objectives: (a) to work for the conservation 
and fullest use of the nation’s supply of trained 
doctors, nurses and technicians; and (b) the co- 
ordination of federal hospital facilities through a 
Federal Department of Health, as recommended by 
the bipartisan Hoover Commission. 

To avoid misunderstanding of the aims of the 
committee, Dr. Page made this comment: 

“A federal Department of Health will not mean 
‘socialized medicine’ and it will not be ‘just another 
government agency.’ It will unite the facilities and 
resources of existing agencies; it will add efficiency, 
responsibility, singleness of operation and economy 
—in men, skills, and money.’ 

It is expected that the committee will be active 
during Congressional consideration of the bills for 
the creation of a United Medical Administration 
recently introduced in Congress. Prominent doctors 
are ready to testify before Congressional commit- 
tees considering these measures. 





DEPARTMENT OF DEFENSE 


Selective Service System Asked to Provide 
Military Services With Priority I Doctors 


The ey or eg of Defense recently asked the 
Selective Service System to provide the’ Priority I 
doctors of medicine required by the Military Serv- 
ices for July, August, and September, .1951. The 
call was placed because the number of Priority I 
doctors volunteering for commissions is not ex- 
pected to meet the requirements. 

The numbers requested are 717 for July, 333 for 
August, and 152 for September. 

Priority I doctors are those who received their 
medical education at government expense, or were 
deferred from service during World War II to at- 
tend medical school, and who have served less than 
ninety days in the armed forces, the Coast Guard 
or the United States Public Health Service. The 
Selective Service Act requires that all available 
end qualified doctors of medicine in the first pri- 
ority be called before doctors in Priority II are 
summoned. 

If the number of Priority I doctors who volun- 
teer increases, the number to be provided through 
ws Service channels will decrease correspond- 
ingly. . 

as * * ok 

250 Medical Reserve Officers Ordered 
To Active Military Service By Army 


The Department of the Army has announced that 
250 medical officers of the Medical Service Reserve 
will be ordered into active military service during 
the month of May. The 250 officers are in Priority 
1 as established by Public Law 779 of the Eighty- 
first Congress. 

This is the second group of medical officers or- 
dered into active military service by the Army since 
December 26, 1950, when 890 medical and 850 den- 
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tal officers were ordered to active service. During 
April, 300 medical and 100 dental officers were 
ordered to active service. 

Officers will be given at least thirty days in 
which to close out personal and business affairs, 
unless they wish to report at an earlier date. 

For the first time, the Department of the Army 
has called upon Army areas outside the continental 
limits of the United States to furnish medical offi- 
cers in the present emergency. Puerto Rico will 
provide thirteen and Hawaii, five. 
ae * * 


Navy Grants Funds for Research on Burns 
To Universities and Medical Schools 

Ten universities and medical schools have receiv- 
ed funds from the Navy Department to carry out 
a new program of research on “flash” burns—in- 
— which might result from exposure to an atom 

ast. 

Prevention and treatment of flash burns, the 
Navy said, are of vital importance both to the mili- 
tary and to civilians. During World War II a high 
percentage of shipboard casualties were burns of 
the flash type. Burns took a high toll of victims 
of the atom bomb blasts in Japan. 


* * * 


Army Expands Social Service Work 
To Medical and Surgical Patients 


Preparations are under way to expand the Army’s 
social service work in hospitals to medical and sur- 
gical patients, the Department of the Army an- 
nounced recently. Social service aid was formerly 
confined to work with neuropsychiatric patients. 

Professionally trained social case workers will 
be employed in the Army program, both as officers 
and as civil service employees, according to Major 
General Raymond W. Bliss, the Surgeon General 
of the Army. Hospital commanders have been re- 
quested to encourage applications from qualified 
professional workers for Reserve commissions as 
well as civil service appointments. 

* a ok 


General Bliss Reports on Medical Program 


In comparison with World Wars I and II, the 
medical record in Korea is remarkable, Major Gen- 
eral Raymond W. Bliss, Surgeon General, U. S. 
Army, declared after a tour of medical installa- 
tions in Japan and Korea. 

“Approximately 98 per cent of all wounded or 
ill soldiers who come to Army hospitals live, in 
comparison to World War I’s rate of 92 per cent 
and World War II’s rate of 95.5 per cent,” General 
Bliss said. 

“This enviable record has been accomplished 
through the able administrative and technical direc- 
tion of the officers in charge of the medical pro- 
gram in the FEC, from the highest to the lowest 
rank. It shows great forethought, energy, and 
selfless devotion to duty and to the medical pro- 
fession. 

“Our troops are fighting in a country which is 
disease-ridden and where epidemics are common. 
Yet the sick rate of our troops in Korea is as low 
es with the troops in the United States. We have 
not had a single epidemic among the troops since 
they went in to Korea.” 

Most of the illnesses present in Korea are com- 
mon colds and respiratory ailments, according to 
General Bliss. The remarkable record of low disease 
rate is accounted for by three main factors. He 
said the first is education—the soldier is taught 
self-care in the prevention of disease. Second is 
the immunization factor, accomplished by vaccina- 
tions which have been practically 100 per cent ef- 
fective. Third is the sanitation factor, such as 
purification of water, care of food and cleanliness. 
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AUXILIARY 


WOMAN’S AUXILIARY TO THE 
AMERICAN MEDICAL ASSOCIATION 


PROGRAM 
of the 


TWENTY-EIGHTH ANNUAL MEETING 
ATLANTIC CITY, NEW JERSEY 
JUNE 10-15, 1951 
HOTEL HADDON HALL 


Mrs. David B. Allman, Chairman 
Committee on Arrangements 
ae a x x 
A cordial invitation is extended to all mem- 
bers of the Woman’s Auxiliary to the Ameri- 
can Medical Association, their guests, and 
guests of physicians attending the conven- 
tion of the American Medical Association, to 
participate in all social functions and attend 
the general sessions of the Auxiliary. 
Headquarters will be at the Hotel Haddon 
Hall. Tickets will be available at the regis- 
tration desk only. Please register early and 
obtain your badge and program. 


REGISTRATION HOURS 


12:00 M. to 
. 9:00 A.M. 
.. 9:00 A.M. 
.. 9:00 A.M. 
. 9:00 A.M. t 
* * * & 
PRECONVENTION SCHEDULE 
Sunday, June 10 
12:00 Noon to 4:00 P.M.—Registration—Lounge 
Floor—Haddon Hall. The members of the Hospital- 
ity Committee will welcome members and guests of 
the Woman’s Auxiliary. 
Monday, June 11 
ROUND TABLE DISCUSSIONS — TOWER ROOM 
(Thirteenth Floor) 
9-10:00 A.M.—Program — Mrs, 
mann, Chairman. 
10-11:00 A.M. — Legislation — Mrs. 
Quayle, Chairman. 
12-12:30 P.M.—Public Sites: ines 
E. Heinz, Chairman. 
2-3:00 P.M.— Today’s Health — Mrs. 
Kelso, Chairman. 


4:00 P.M. 
4:00 P.M. 
4:00 P.M. 
4:00 P.M. 
12:00 M. 


Sunday 
Monday 
Tuesday 
Wednesday 
Thursday 


Harry F. Pohl- 
Edgar E. 
Theodore 


Joseph W. 


4:00 P.M. to 6:00 P.M.—Tea honoring Mrs. Arthur 
A. Herold, president, and Mrs. Harold F. Wahlquist, 
president-elect, will be given for the members of 
the Board of Directors, the state presidents and 


presidents-elect, and guests. Benjamin West Room 
(thirteenth floor), Tickets $2.00 (tax and gratuity 
included). Hostesses: The Woman’s Auxiliary to the 
Medical Society of New Jersey. All doctors’ wives 
are cordially invited, 
CONVENTION PROGRAM 
Tuesday, June 12 

9:00 A.M.—Formal opening of the twenty-eighth 

annual meeting of the Woman’s Auxiliary to the 


American Medical Association, Vernon Room, 
Lounge Floor. 
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12:30 P.M.—Luncheon in honor of the past presi- 
dents of the Woman’s Auxiliary to the American 
Medical Association, Rutland Room, Lounge Floor. 
Tickets $3.00 (tax and gratuity included). Mrs. Ar- 
thur A. Herold, president, presiding. Guest speaker: 
Mr. Ed Lipscomb, Director of Public Relations, Na- 
tional Cotton Council, Memphis, Tennessee. 

Afternoon Session 

2:00 P.M.—Report of the Board of Directors. 

8:00 P.M.— Opening meeting of the American 
Medical Association (place will be announced later). 
Members of the Woman’s Auxiliary and guests are 
cordially invited. 

Wednesday, June 13 

9:00 A.M.—General Session of the Woman’s 
Auxiliary to the American Medical Association, 
Vernon Room. 

12:30 P.M.—Annual Luncheon in honor of Mrs. 
Arthur A, Herold, president, and Mrs. Harold F. 
Wahlquist, president-elect, Rutland Room (first 
floor). Tickets $3.00 (tax and gratuity included). 
Mrs, David W. Thomas, past president, presiding. 
Guests of honor: Dr. Elmer L. Henderson, president, 
American Medical Association; Dr. John W. Cline, 
president-elect; Dr, Louis H. Bauer, chairman of 
the Board of Trustees; Dr. R. B. Robins, vice pres- 
ident; Dr. George F. Lull, secretary and general 
manager; Dr. Ernest B. Howard, assistant secre- 
tary; Dr. J. J. Moore, treasurer; Dr, F. F. Borzell, 
Speaker, House of Delegates; Dr. Austin Smith, 
editor; and the members of the Advisory Council 
to the Woman’s Auxiliary. 

3:00 P.M.—Afternoon Session. 

Thursday, June 14 

9:00 A.M.—General Session of the Woman’s Aux- 
iliary to the American Medical Association, Vernon 
Room. Presiding, Mrs. Arthur A. Herold. 

Afternoon Session 

2:00 P.M.—Meeting of the Board of Directors, 
Rowsley Room (first floor). Presiding, Mrs. Harold 
F, Wahlquist. 

7:00 P.M.—Annual Dinner of the Woman’s Aux- 
iliary to the American Medical Association for mer- 
bers, husbands and guests, Vernon Room (lounge 
floor). Tickets $5.00 (tax and gratuity included). 
Dress optional. Presiding, Mrs. David B. Allman. 

9:00 P.M.—Reception and Ball in honor of the 
president of the American Medical Association 
(place will be announced later). 

Friday, June 15 

10:00 A.M.—Conference of national officers, di- 
rectors, national chairmen of standing committees 
and state presidents and presidents-elect, Garden 
Room (lounge floor). Presiding, Mrs. Harold F. 
Wahlquist. 


Classified Advertisements 


WANTED: For North 
young physician for general practice and 
assist in surgery. Liberal salary first year 
and then percentage. Send credentials of 
training. Wonderful opportunity for imme- 
diate income and training. Must be military 
exempt for 1 year. Interview required. 





Carolina location, 


EAR, NOSE, and THROAT SPECIALIST: 
Board qualified, wishes association with older, 
established specialist in ENT or EENT. Can 
do: allergy, plastic and neck surgery, and 
bronchoesophagology in addition to classical 
ENT. Would consider group offer. 











BOOK REVIEWS 


Pediatric Allergy. By Robert Chobot, M.D., 
284 pages. Price, $4.50. New York: Mc- 
Graw-Hill Book Company, 1951. 


For some time there has been need for a text 
devoted to the field of pediatric allergy. The suc- 
cessful management of allergic children demands 
a special understanding of their problems. Only 
disappointment will follow attempts to apply, un- 
modified, the techniques of adult allergy to these 
children, In this new book, Dr, Chobot has pointed 
out many of these special problems. He stressed 
particularly the importance of the history and 
warned against accepting the results of skin-test- 
ing when they are at variance with the history. 
A judicious selection of tests is much préferable to 
wholesale testing. 

Much of the material in this book will be open 
to argument, such as the author’s strong support 
of intradermal testing over scratch testing. It would 
seem, however, to be more a matter of training, 
since a good case can be made for either side. 

It is disappointing to find the role of psychogenic 
factors brushed aside in a discussion of the etiology 
of allergic states. Surely one can accept psychogenic 
factors in allergic states without denying the role 
of the antigen-antibody reaction. To this reviewer, 
Dr. Chobot’s discussion reveals a complete lack of 
understanding regarding psychosomatic illnesses. 

He predicts (and rightly so) that pediatricians 
will object to the stress placed upon the role of 
“foci of infection” in allergy. Again, however, the 
discussion is largely a matter of semantics, for all 
pediatricians recognize a relation between infection 
and allergic disease, It is to be hoped, however, 
that they do not feel that all will be well after the 
removal of a child’s tonsils and adenoids. Dr. Chobot 
points out that eczema is self-limited, and warns 
against the dangers of attributing improvement to 
any particular therapeutic regimen. Unfortunately, 
he falls into this same trap with a statistically in- 
significant report on foci of infection and some 
isolated case reports. One can easily admit the im- 
portance of respiratory infection without dragging 
in the unsound practice of tonsillectomy in infancy. 

On the whole, this is a disappointing book. Where- 
as it contains much of value, the evident lack of 
the scientific approach casts doubt on some of the 
author’s conclusions. 





Pioneer Doctor. By Lewis J. Moorman, M.D. 
250 pages. Price, $3.75. Norman, Oklahoma: 
University of Oklahoma Press, 1951. 

This is just the sort of autobiography that the 
friends of Dr. Moorman would expect him to write. 
It is well written, entertaining, philosophical, and 
thoroughly modest. He well describes it in the 
preface: “The unadorned story of a doctor who 
traveled to the country in Oklahoma at the turn 
of the century with three questionable assets: a 
medical diploma, a desire to see the West, and an 
inferiority complex.” ; 

Although Dr. Moorman’s professional attainments 
have been many and noteworthy, most of the book 
is devoted to human interest stories about his pa- 
tients, especially those of the plains. The chapters 
on the psychology of the tuberculous patient and 
on medical education are particularly stimulating, 
znd are based upon a rich experience both in treat- 
ing tuberculosis and in medical education. Quite 
timely is his discussion of training general prac- 
titioners. Many others have recently shared his 
view that “In this respect the problem of the med- 
ical schools might be partially solved if the various 


NORTH CAROLINA MEDICAL JOURNAL 








May, 1951 


specialty boards required every applicant to have 
three to five years in general practice before official 
certification.” 

This little book can be heartily recommended to 
doctors and laymen alike. It is the sort of writing 
that is calculated to improve greatly the public 
relations of the medical profession. 





Methods in Medical Research, Volume 3. 
Edited by Ralph W. Gerard, professor of 
Physiology, University of Chicago. 312 
pages. Price, $7.00. Chicago: The Year 
Book Publishers, 1950. 

This is the third volume in a notable series which 
is to continue with the publication of one volume 
each year, The first three are rather specialized and 
detailed works dealing with the techniques in var- 
ious fields of medical research. 

The present volume is in four sections: Genetics 
of Micro-Organisms, edited by S. E. Luria; Assay 
of Neurohumors, edited by J. H. Gaddum; Selected 
Psychomotor Measurement Methods, edited by Wal- 
ter R. Miles; Methods for Study of Peptide Struc- 
ture, edited by Choh Hao Li. Each of these editors 
is a well recognized authority in his field. 





Methods in Medicine. The Manual of the 
Medical Service of George Dock. By George 
R. Herrmann, M.D., Ph.D., Professor of 
Medicine, University of Texas; Director of 
the Cardiovascular Service and Heart Sta- 
tion, University of Texas Hospitals; Con- 
sultant in Medicine to the Surgeon General, 
United States Army. 488 pages. Price, 
$7.50. St. Louis: C. V. Mosby Company, 
1950. 

The author describes this book as a comprehen- 
sive outline for the clinical investigation, manage- 
ment, and treatment of patients with various med- 
ical disorders. The work is dedicated to George 
Dock, master clinician, as a Festschrift, in honor 
of his ninetieth birthday. 

When originally published in 1924, this was the 
manual of George Dock’s medical service at Barnes 
Hospital in St. Louis, and embodied many of tne 
ideas of Henry A. Christian and William Osler. 
Dr. Herrmann has almost completely rewritten 
the manual to bring it completely up to date. It is 
divided into five parts, under the following head- 
ings: Methods of Routine Case Study; Clinical 
Laboratory Procedures and Tests; Methods of Clin- 
ical Investigation; Therapeutic Methods; Dietetic 
Methods. 

The book should serve as a useful reference fo) 
the medical student and busy practitioner. 





Current Therapy. 1951. Edited by Howard 
F. Conn, M.D., 699 pages. Price, $10. Phil- 
adelphia: W. B. Saunders Company, 1951. 
There has been little change in the content or 
form of this work from the two preceding editions. 
Forty-nine contributors are represented, and eighty- 
six methods of therapy are new; others have been 
significantly revised. An effort has been made to 
keep abreast of the rapid advances in the chemo- 
therapy of infectious disease. The use of ACTH 
and cortisone is noted only briefly, since their place 
in therapy has not been well established. No illus- 
trations or bibliography are included, and obsolete 
or unusual methods of therapy are omitted. The 
book should prove very helpful for the busy prac- 
titioner, who will find it concise, readable, and well 
indexed. 
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Iu Memoriam 


DR. PAUL ALLISON YODER 
(1895-1951) 


WHEREAS, it has pleased our Heavenly Father 
in His infinite wisdom to take from our midst our 
beloved fellow-member, Paul Allison Yoder, be it 
therefore 

RESOLVED, that we, members of the North 
Carolina Tuberculosis Association, do deeply de- 
plore his death; and be it further 

RESOLVED, that these resolutions be spread 
upon the minutes of the Association and that a 
copy be furnished the wife of the deceased. 

Dr. Paul A. Yoder was born March 9, 1895, at 
Hickory, the son of Dr. Robert A. and Rosa Fisher 
Yoder. He was educated at*Lenoir-Rhyne College, 
the University of North Carolina, and the Univer- 
sity of Pennsylvania, receiving his M.D. degree 
in 1923. After a year’s internship at Bryn Mawr 
Hospital, he immediately entered his chosen field 
of tuberculosis work, and from 1924 until the day 
of his death he waged unrelenting warfare against 
that disease. He was associated with the North 
Carolina Sanatorium one year as resident physician 
and four years as clinical physician. 

In 1929 he became superintendent of Forsyth 
County Sanatorium, where he spent the remaining 
years of his life. Dr. Yoder retired from full active 
duty because of ill health in 1949, but continued 
to do some work, as consultant on the staff of the 
sanatorium, until February 12, 1951. That after- 
noon while examining a patient, he was suddenly 
called to come up higher. 

Paul Yoder, my friend and fellow worker for 
more than twenty years, was recognized by both 
the laity and the profession as a leader in the fight 
against tuberculosis. He was specially skilled in 
the diagnosis of this disease, He was energetic, sin- 
cere, studious, devoted to his patients and to his 
work with them, loyal to the institution he served, 
and cooperative in the highest degree with other 
agencies with which he worked. 

Honors came to him. He was elected to fellow- 
ship in the American College of Physicians, was a 
diplomate on the American Board of Internal Med- 
icine; served on the Board of Medical Directors, 
and was a member of the American Trudeau Soci- 
ety and the National Tuberculosis Association. He 
was a member of local, state, and national medical 
societies. He served several years as secretary of 
the Forsyth County Medical Society and as its 
resident for one year. He was president of the 

orsyth County Tuberculosis Association and also 
of the North Carolina Tuberculosis Association, and 
was an active member of its board of directors for 
many years. He was a co-author of The Handbook 
of Diagnostic Standards of the National Tubercu- 
losis Association. 

Paul Yoder was not only a good doctor; he was 
a good citizen and a Christian gentleman. He was 
an active member of the Rotary Club, and took an 
interested part in all civic undertakings. He was 
a faithful, loyal member of the Lutheran Church. 


He was loved by all who knew him, but especially 
by the men and women of Forsyth Sanatorium. His 
great ability as a teacher, his contagious optimism, 
his smile that chased gloom away, and his sym- 
pathy inspired and encouraged them. 

He had much to do with the development of a 
sound tuberculosis program in Forsyth County and 
in the whole State of North Carolina. Nothing 
pleased him more than to note the steady advance- 
ment against tuberculosis in our state—the pro- 
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vision of additional hospital beds here and there, 
and the increase in the number of local tuberculosis 
organizations through the years. 

Dr. Paul Yoder had a part in all of this. He was 
a success. In closing, may I quote Stanley’s poem 
entitled “Success”? 

“He has achieved success who has lived well, 

Laughed often, and loved much; 

Who has gained the respect of intelligent men 

And the love of little children; 

Who has filled his niche and 

Accomplished his task; 

Who has left the world better than he found it, 

Whether by an improved poppy, a perfect poem, 

Or a rescued soul; 

Who has never lacked appreciation of earth’s 

beauty 

Or failed to express it; 

Who has looked for the best in others and given 

The best he had; 

Whose life was an inspiration; 

Whose memory a benediction.” 


—R. L. Carlton. 





Scientist and Artist 

At his highest, the physician is both scientist and 
artist, Of the two, the artist is the greater because 
while science is discovery, art is creative, The 
greatest of all arts is the art of life itself. This 
concept of the artist is the needed formula for 
education—one who has acquired technique by the 
discipline of science and wisdom by the study of 
the humanities. The art and science of medicine, 
a profession wherein technical skill and compas- 
sionate understanding are brought to the bedside 
in even balance, may point the way for the educa- 
tionalists in all fields to achieve the desired inte- 
gration. Even as the true artist is creative, so is 
the physician whenever he, with complete equip- 
ment of material and spiritual resource, establishes 
with his patient that unique individual relationship 
which is the most precious of his achievements. 
—Van Wyck, H. D.: The Role of the Humanities 
——— Education, Canad. M.A.J. 64:260 (March) 
1951. 





Mass case finding in hospitals can be effective 
if applied to two groups—admissions and personnel. 
It is known that our medical and nursing personnel 
are only too often exposed to active cases of un- 
known tuberculosis. This is especially hazardous in 
the general hospital since the prophylactic nursing 
techniques usually fall short of those required in a 
communicable disease institution. The incidence of 
tuberculosis among doctors and nurses is already 
several times that of comparable age groups in the 
general populations, and they should not be need- 
lessly exposed when the method of detection is so 
readily available.— Hospital Council of Greater 
New York and New York Tuberc. & Health A., 1950. 





Tuberculosis Control 

Generally speaking, mortality is not a good cri- 
terion of immediate accomplishments in tuberculosis 
control because the majority of deaths from this 
disease is the result of infections which occurred 
long before. Therefore, for many years after an 
excellent tuberculosis control program is instituted 
in a given community, mortality may remain high 
among those who were infected previously.—Jour- 


nal-Lancet, J. Arthur Myers, M.D., 1950. 





